0 


| 


15 1934 


JOURNAL 


of the 


Kansas Medical Society 


Vol. XXXV 


DECEMBER, 1934 


No. 12 


Owned and published monthly by The Kansas Medical Society. 


Annual Subscription, $2. Single Copy, 20c 


Entered as second-class matter May 2, 1914, at the Postoffice at Topeka, Kansas, under the Act of March 3, 

1879. Accepted for mailing at special rate of postage provided for in Section 1103, Act of October 3, 1917. 

Authorized on July 2, 1918. 


ORIGINAL ARTICLES 


Orleans, Louisiana . 44 


The Abortive Treatment of Volkmann’ s Ischomto—M. E. 


Practical Considerations of and 
oscopy—Ernest M. Seydell, M.D., Wichita . 451 


Nephritis—Philip W. Morgan, M.D., Emporia . . . 455 


Some Observations on the Virus aee-—-F A. Car- 
michael, M.D., Sr., Osawatomie . . 459 
Chorea Gravidarum—R. ian Gerundo, 
M.D., Topeka .. 461 
Addison’s Bernreiter, 
Kansas . 


Kansas City, 


> CONTENTS € 


EDITORIAL 
A Message From The Incoming President. . . . . 465 
Report.on Nursing Schodls « « « 46% 
MISCELLANEOUS 


City, Kansas . 468 


The Laboratory—Noble P. cious M.D., Lawrence . 470 
Medical Literature—William C. Menninger, M.D., Topeka 472 


prompts many physicians to specify MEAD 
PRODUCTS.* First, because they are good re- 
liable products, skilfully made for their special- 
ied uses. Second, because Mead Johnson & 
Company believe in and faithfully practise the 
principles that redound to the medical profes- 
sion’s own interest, for example: (1) Mead prod- 
ucts are never advertised nor radio-broadcast to 
the laity, (2) Mead Products carry no dosage 


ENLIGHTENED SELF-INTEREST 


directions on or in packages, (3) Mead Johnson 
& Company supply no circulars to druggists to 
be handed to patients, (4) Mead Johnson & 
Company do not hire space in drug store windows 
for displaying Mead Products to the public, (5) 
Mead Johnson & Company do not circularize 
new mothers via birth lists, (6) Mead Johnson 
& Company refer all inquiries for medical infor- 
mation from the public to the family physician. 


It is in to note only $6 for this entire pe- 
that a fair average of the When more physicians specify MEAD’S, riod—a few cents a day: 
lngth of time an infant habi Il be fed dical That, in the end, it costs 
receives Dextri-Maltose is fe by the mother less to employ 


fve months: That these 
five months are the most critical of the baby’s life: That 
the difference in cost to the mother between Dextri- 
Maltose and the very cheapest carbohydrate at most is 


*Dextri- Maltose Nos. 1, 2 and 3. 
ibe andcapsules). _ Mead’s Cod Liver Oil With Viosterol. 
s Standardized Cod Liver Oil. Mead’s Halibut Liver Oil. 


Alacta. §Mead’s Powdered Lactic Acid Milk Nos. 1 and 2. 


regular medical attend- 
ance for her baby than to attempt to do her own feeding, 


which in numerous cases leads to a seriously sick baby 
eventually requiring the most costly medical attendance. 


MEAD JOHNSON & COMPANY, Evansville, Indiana, U.S.A. 


Dextri-Maltose with Vitamin B. 
Mead’s Brower Yeast (tablets and powder). 


Mead’s Viosterol in Oil. Mead’s Viosterol in Halibut Liver Oil. 
Casec. Recolac. Sobee. 
ead’s Cereal. Pablum. Mood Whole Milk 


Mead’s Powdered Protein M 
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that has no end 


t 


No more dramatic story has been told than the saving of children’s lives 
from death by diphtheria. It is the drama of people awaking from 
the tragedy of needless deaths—a drama of Public Health Officials 
fighting a dread disease of childhood—a drama that has no end. 

In the Metropolitan centers of America, application of modern meth- 
ods of diphtheria control has brought new low records of diphtheria 
incidence and mortality. The House of Squibb provides efficient service 
to State and City Health Departments and physicians in private practice. 
It makes available a complete line of diphtheria products—as depend- 
able as long experience and painstaking care can produce. 


SQUIBB DIPHTHERIA PRODUCTS 


Diphtheria Toxin Squibb for Schick Test—Di- Diphtheria Antitoxin Squibb—For temporary 
luted, ready for use. To determine susceptibility to protection and for treatment. 

epttanie. Refined Diphtheria Toxoid Squibb Alum Pre- 
Diphtheria Toxin Antitoxin Mixture Squibb ¢ipitated (a single injection)—For practical field 
—For active immunization of individuals sus- 
ceptible to diphtheria. Prepared with concentrated 
Diphtheria Antitoxin from sheep. 


comment. The alum precipitated toxoid confers a 
high degree of immunity with a minimum of re- 
action. Marketed in 1.0-cc. vials for immunization 
Diphtheria Toxcid Squibb (Anatoxin Ramon) of one person, and in 10-cc. vials containing suffi- 
—For active immunization against diphtheria. cient matezial for the immunization of 10 persons. 


For literature and further information write Professional 
Service Department, 745 Fifth Avenue, New York City 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 


work, the value of a single injection needs no , 


$$$ 


E-R: SQUIBB & SONS, NEW YORK 
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KARO cost 


PN 


DECEMBER, 1934 


per pound 


it would be well worth it 
for feeding babies 


KARO has gained its wide popularity in infant 
feeding, not because of its low cost, but because of 
its suitability. It has stood the test of clinical experi- 


ence for over fifteen years. 


Karo Syrups are essentially Dextrins, Maltose and 


Dextrose, with a small percentage of Sucrose added 
for flavor—all recommended for ease of digestion and 


energy value. 


To further aid the medical profession, the makers 
of Karo are now prepared to offer this product in 


dry, powdered form. 


Karo POWDERED isa spray dried, refined corn syrup, 


composed essentially of Dextrins, Maltose and Dex- 


trose in proportions approximating those in Karo Syrup. 


For Further Information Write to: 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE ~ NEW YORK CITY 


The ‘Accepted’ Seal denotes that Karo and advertisements for it are ac- 
ceptable tothe Committee on Foods of the American Medical Association. 
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WILLIAM VOLKER 


William Volker Clinic 


The Diagnostic Department of Research Hospital was 
established in November, 1924. In a reorganization in 
1933 the medical staff assumed financial and operating 
control and changed the name of the organization to the 
William Volker Clinic. Patients are received for diagnosis 
or diagnosis and treatment. On cOmpletion of examination 
of patients referred for diagnosis, reports which includes the 
patient’s history, physical examination, laboratory and 
x-ray reports, the findings of various specialists and the 
final diagnosis with recommendations for treatment, are 
sent to the patient’s physician—in no instance will reports 
be given to patients. The fee includes all necessary tests and 
examination. 


The following Departments are represented: Medicine, 
Surgery, Orthopedics, Neurology, Oto-Rhino-Laryngology, 
Ophthalmology, Urology, Proctology, Dermatology, Gyn- 
ecology, Pediatrics, Obstetrics, Radiology, Pathology and 
Electrocardiography. 


For further information addresss William Volker Clinic, 23rd 
and Holmes Streets, Kansas City, Missouri 
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by the methods of Dr. B. B. 
Ralph. 


Diagnostic Surveys, Special Ther- 
apeutic Procedures and Sanitar- 
ium Gare for Chronic and Meta- 
bolic Diseases. Reasonable Fees. 


RALPH EMERSON DUNCAN, M. D., Director 


ADDRESS 


The Ralph Sanitarium - 529 Highland Avenue - Kansas City, Mo. 


TELEPHONE VICTOR 4850 
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JAMES Y. HERMON S. M.D. 
Neurologist and Addictologist Neuro-Psychia 


SIMPSON-MAJOR SANITARIUM 


3100 Euclid Avenue, Kansas City, Mo. 


Beautifully situated in a pleasant residence section of the city. Fully equipped and well 
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ressings are safer with DRYBAK 


@ Drybak adhesive plaster pro- 
vides greater protection for dress- 
ings that are exposed to handling 
and dirt. The backcloth sheds 
water and keeps it from loosening 
the adhesive. The glazed surface 
withstands abrasion and does not 
soil. Patients like the inconspicu- 
ous sun-tan color, as it avoids an 
“accident” appearance, 


@ Drybak is available in standard 
widths in J & J cartridge spools 
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5 yds. x 12", uncut. Order from 
your dealer. 


COSTS 
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PLASTER PROFESSIONAL SERVICE DEPARTMENT 


r 
DECEMBER, 1934 vil 
1S. 
NO 
Mo YBARA B THE WATERPROOE 
: 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


COUNTY MEDICAL SOCIETIES 


PRESIDENT SECRETARY 


Re Wevitt: Morac Cc. B. Stephens. Iola 
J. R. Henning Westphalia........ J. A. Milligan, Garnett 
-Wm. K. Fast, Atchison T. E. Horner, Atchison 
T. J. Brown, Hoisington..... L. R. McGill, Hoisington 
J. R. Prichard, Fort Scott bs Vester R. L. Gench, Fort Scott 
Paul E. Conrad, Hiawatha R. T. Nichols, Hiawatha 
Harry Lutz, Augusta W. E. Janes, Eureka 
Central Kansas Geo. F. Davis, Kanopolis B. H. Mayer, Ellsworth 
H. H. Brookhart, Columbus W. H. Illiff, Baxter Springs 
W. B. Newton, Glasco . J. M. Porter, Concordia 
H. T. Salisbury, Burlington A. B. McConnell, Burlington 
Charles T. Moran, Arkansas City K. A. Fischer, Arkansas City 
A. H. Rogers, Hepler A. J. Revell, Pittsburg 
F. E. Gaither, Lenora Phillip Cohn, Norton 
Dickinson ...T. R. Conklin, Jr., Abilene...... S. M. Chaffee, Talmage 
Doniphan .. A. E. Cordonier, Troy... W. M. Boone, Highland 
.. M. T. Sudler, Lawrence ..R. I. Canuteson, Lawrence 
...L. M. Shrader, Kinsley. ...A. C. Armitage, Kinsley 
R. C. Harner, F. L. DePew, Howard 
O. W. Miner, Gatden City . H. C. Sartorius, Garden City 
N. E. Melencamp, Dodge City........... C. L. Hooper, Dodge City 
. W. J. Scott, Ottawa L. V. Dawson, Ottawa 
. L. R. King, Junction City *. S. Steadman, Junction City 
se ......C. A. Dieter, Harper 
E. E. Peterson, Halstead a. G. Isaac, Newton 
ci Fred Burnett, Cunningham H. E. Haskins, Kingman 
J. T. Naramore, Parscns C. H. Miller, Parsons 
. R. Webster, Leavenworth H. J. Stacey, Leavenworth 
. M. Sutton, Line>ln Malcolm Newlon, Lincoln 
. E. O’Neil, Prescott H. L. Clarke, LaCygne 
‘ . F. Quantius, McPherson A. M. Lohrentz, McPherson 
. C. Smith, Marion E. H. Johnson, Peabody 
. A. Petitt, Paola B. L. Phillips, Paola 
Mitchell. .. W. W. Weltmer, Beloit Martha Madtson, Beloit 
Nemaha , Sabetha 
D. Alton... .. S. J. Sechwaup, Osborne 
J. A. Blount, Larned. . Mary Elliott, Larned 
W. D. Pitman, Pratt M. E. Christmann, Pra‘t 
A. Boyd, Hutchinson N. MundeH, Hutchinson 
H. Dittemore, Belleville E. Robbins, Belleville 
E. Fisher, Lyons 
Ralph G. Ball, Manhattan Ww. C. Schwartz, Manhattan 
«de Singleton, LaCrosse T. F. Brennan, Ness City 
H. E. Neptune, Salina 
Hal E. Marshall, Wichita . W. Palmer, Wichita 
Guy A. Finney, Topeka ‘Earle G. Brown, Topeka 
D. W. Relihan, Smith Center .... V. E. Watts, Smith Center 
Stafford.... F. W. Tretbar, Stafford... L. E. Mock, St. John 
Washingtcn F. H. Rhoades, Hanover Yonald A. Bitzer, Washington 
A. C, Flack, Fredonia E. C. Duncan, Fredonia 
4. C. Dingus, Yates Center H. A. West, Yates Center 
Wyandotte . W. Davidson, Kansas City Lewis W. Angle, Kansas City 


County Medical Societies are component units of The Kansas Medical Society 


Announcing 


THE ARTHRITIS DIAGNOSTIC 


LABORATORY 


Special Facilities: 


Bacteriologic isolation of organisms and spe- 
cific sensitivity tests in rheumatic and arthrit- 
ic cases. 


Individual vaccines prepared. 
Complete survey of focal infection areas. 


Supervision of bacterin dosage and medical 
treatment, through the family physician. 


McBride Orthopedic Clinic & The Reconstruction Hospital 
717 N. Robinson St., Oklahoma City, Okla. 
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STRICTLY WHOLESALE 


Hutchinson 
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HAPPY NEW YEAR 


Ns OPTICAL COMPANY 


Your Local INDEPENDENT Optical Company 


Salina 


OAKWOOD SANITARIUM 


The beauty and quietness of the environment of Oakwood Sanitarium 


cannot be over emphasized. This makes the Institution ideal not only 
for nervous and mental patients but for convalescents and rest cures 


as well. Alcoholics and drug addicts are accepted. 


Illustrated Booklet and Rates on Request 


OAKWOOD SANITARIUM 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


ILETIN (INSULIN, LILLY) 


Practically every diabetic produces some 
insulin of his own (endogenous insulin). 
Treatment, then, becomes a problem of 
adapting the patient’s diet to his limited 
supply of endogenous insulin, and if his 
supply of endogenous insulin is insufficient 
to metabolize an adequate diet then Insu- 
lin (exogenous) should be administered. 


Tletin (Insulin, Lilly) 


is supplied through the drug trade 
in 5 cc. and 10 cc. vials 


Prompt Attention Given to Professional Inquiries 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U. S. A. 
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TREATMENT OF PNEUMONIA 


OSCAR W. BETHEA, M.D.* 


New Orleans, Louisiana 


We have made progress in the treatment of 
almost every disease known to science except 
pneumonia. Here, we have lost ground. In 
1897, Osler reported the general death rate of 
lobar pneumonia to be between 20 and 30 per 
cent. In 1909 he estimated the mortality to be 
between 20 and 40 per cent and quoted Wells 
Statistics based on the collected reports of 
almost a half million cases showing 20.4 per 
cent mortality. Cecil, in 1930, reported the 
Bellevue mortality as varying between 30 and 
almost 50 per cent. I published in 1930 the 
following death rate data secured from a group 
of large general hospitals: ¢ 


Lobar Broncho- 
Year pneumonia pneumonia 
1929 40.4 47.8 
1915 32.3 44.6 
1910 38.5 52.6 
1905 43.3 33.9 
1890 38.8 36.3 


Why this failure? Patients send for physi- 
cians more promptly than they did in former 
generations; our equipment for making diag- 
noses has improved; facilities for treatment, 
both in the home and in the hospital, are in- 
comparably better; we know more about diet; 
we are better versed in physiology and path- 
ology; therefore, we naturally have every rea- 
son to expect that we should save a larger per- 
centage of pneumonia patients than did our 
fathers and grandfathers. 

One reason for failure may be the circula- 
tory damage resulting from various pandemics 
of influenza. Is it not possible, however, that 
there may be something wrong with our treat- 
ment? That we may be doing something un- 
favorable that our fathers did not do, or omit- 
ting something of advantage that they did? 


*Professor of Clinical Medicine, Tulane University, New 
Orleans, 


The most careful search in medical literature 
fails to reveal any remedial measure of even 
possible value, not being used today. It seems 
rather that we are doing something that should 
be omitted, or even overtreating these patients 
as a whole. Until comparatively recent years, 
a constant effort was made to apply specific 
therapy to typhoid fever. When this was dis- 
continued and instead of treating the disease we 
began to care for the patient, there was imme- 
diately an improvement as indicated by statis- 
tics. The same applies to tuberculosis and to 
many other conditions. Some of us may live to 
see most of our pneumonia patients managed 
in the same way. At present there are many 
drugs, biologicals and other remedial agents 
that have their quota of advocates. There is a 
consideration here that should not be over- 
looked. These enthusiastic investigators in their 
honest promotion of what they believe to be 
specific medication are doing the majority of 
the writing today on this subject and the im- 
pression may be gathered easily that the profes- 
sion as a whole is employing such therapy. I 
question the verity of such a conclusion. Most 
prominent among the specific agents advocated 
are the various sera, and they seem to offer 
most in the way of promise for the future. 


Present opinion has been well expressed by 
Bigelow, when he says that the results are good 
in type I; not so convincing in type II; dis- 
appointing in type III; and not to be recom- 
mended in group IV. Only about one-third of 
lobar pneumonia is type I. The proportion is 
further reduced when we include the large 
group of bronchopneumonias and those of 
epidemic influenza. 

Cecil has emphasized repeatedly his convic- 
tion that to be of appreciable benefit serum 
must be used early in the disease. We must con- 
tend here with the large number of cases where 
the physician is called late and with those 
where the diagnosis is made late. 


The opportunity for the ideal use of serum 
is further reduced because of the number of 
cases where the laboratory facilities are not 
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available for typing, and those where. the par- 
ticular organism is determined too late for the 
serum to be of much value. — 

Also, the cost of such treatment cannot be 
overlooked. Cecil in a recent paper suggested a 
dosage for the first day of 100,000 units for 
type I, 200,000 for type II. On the subsequent 
days the dosage is naturally reduced. On read- 
ing Cecil’s article I phoned a druggist for the 
retail price of 200,000 units. He advised that 
it was $150.00. I realize that this price might 
be reduced materially by purchasing in quan- 
tity or through a hospital, but still it is cer- 
tainly a fact that the cost will naturally limit 
the availability of this plan of therapy. 

Taking the country as a whole, I estimate 
that something like 95 per cent of the cases of 
pneumonia this coming year will have to be 
treated without the benefit of specific sera. 

I am not casting reflections on the excellent 
work that is being done in this field of therapy, 
and I hope for unlimited developments in the 
future, but this paper is particularly intended 
for the great majority of cases whose interests 
are being somewhat neglected in recent litera- 
ture. 


During the great pandemic of 1918, to- 
gether with most other physicians, I was con- 
fronted with a large group of pneumonias of a 
type entirely unfamiliar to me. Not knowing 
what to do in the way of direct therapy, I de- 
voted my attention largely to the general care 
of the patient. My results were encouraging and 
gradually a plan of therapy was developed that 
I have employed in the treatment of most of 
my cases since that date. I found that in hos- 
pital work particularly, it was rather incon- 
venient to write out the entire detailed instruc- 
tions for each case, so I had multigraphed 
forms made and one of these is attached to the 
record of each case as the general instructions. 
We do not use the title “Order Sheet” but 
“Ward Suggestions for Attention to Pneu- 
monia Patients.”’ There is naturally much in- 
dividualization and deviations from this rou- 
tine treatment are entered in writing. It is this 
plan of therapy that I wish to present and to 
discuss each paragraph in detail. 


“Absolute mental and physical rest.” The 
immediate cause of death in pneumonia is 
usually circulatory failure, and conserving the 
circulatory apparatus is the main consideration 
throughout treatment. All company is excluded 
from the sick room, and in the home visitors 


are excluded from the house. Neighborhood 
noises are prevented as far as possible. In house 
cases I have often had a policeman stationed 
in front of the home day and night to maintain 
quiet. I have appealed at times to the Boy 
Scouts in the community. I have frequently 
visited the neighbors myself and pleaded for 
cooperation. 

“Much fresh air, without direct exposure to 
cold drafts.’’ A corner bedroom is selected where 
possible and the patient’s bed so placed that he 
will get the maximum benefit of all possible 
ventilation. Screens are employed to prevent 
drafts. In cold weather, I consider an open 
fireplace a distinct advantage in house cases, as 
it not only helps to warm the room but pro- 
motes ventilation and enables the nurse to keep 
comfortable without having to reduce the ven- 
tilation for the patient. In cold weather [ al- 
ways make sure that the night nurse is provided 
with a cloak. 

“An ice bag to the head if the temperature js 
over 102° F.” I prefer the nine-inch English 
type of ice bag. It should be only partly filled, 
the air removed, and the bag cupped over the 
head so as to make the largest possible contact. 

“Daily sponge bath.’’ Warm baths are em- 
ployed exclusively. I do not allow alcohol rubs 
except to the contact surfaces. If alcohol has 
any value when applied to the skin it is that of 
hardening the surface and lessening perspira- 
tion. Neither of these results are desirable here. 

“Careful attention to oral hygiene.”’ A pa- 
tient is not annoyed by over-attention. There is 
no solution of particular value and I allow the 
patient to use the mouth wash to which he has 
been accustomed, provided that its reaction is 
acid. The salivary secretions being alkaline are 
inhibited by an alkaline agent, while an acid 
solution stimulates them, thus keeping the 
mouth moist and contributing to prolonged 
comfort. 

“From one-half to one fluidounce of liquid 
petrolatum each night. Enemas, if needed, for 
distention.”” The liquid petrolatum is probably 
best given in the form of an emulsion. Enemas 
should not be irritant in character. 

“Castor oil any morning when needed.” 
This agent has the particular value of not 
initiating a diarrhea. It may be given in pine- 
apple juice and, if a refined oil is employed, 
there is practically no taste. 

“Thirty grains of sodium citrate every two 
hours when awake. Discontinue upon evidence 
of pulmonary edema.’’ No specific value is 
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daimed for this drug. An effort merely being 
made to give a palatable and satisfactory alka- 
linizing agent. It is also diuretic, mildly laxa- 
tive and probably has some influence upon the 
secretions of the bronchial mucous membrane. 

“One fluidrachm of aromatic spirit of am- 
monia every three to four hours, if stimulation 
is indicated.’’ Here again no marked value is 
claimed. It is a rapidly acting, diffusible stimu- 
lant and is mildly alkaline. 

“Digitalis in full doses if auricular fibrilla- 
tion or auricular flutter develops, otherwise no 
digitalis unless ordered by the visiting staff.’’ 
I find that I use digitalis about once in every 15 
or 20 cases. The work of Niles and Wyckoff at 
Bellevue has tended to confirm the impression 
long held by Cabot and many others that the 
routine digitalization of pneumonia cases is 
inadvisable. 

“Codeine in small doses if necessary to relieve 
pain, violent cough, or restlessness of such a 
degree as to interfere with the patient's well- 
being.’’ This has seemed to meet the require- 
ments in the majority of instances. I find that I 
use an average of about two grains per case; 
most patients not requiring any. It is used 
reluctantly, if at all, in the later stages. 

“No morphine, atropine, strychnine, spar- 
teine, aspirin or oxygen.” It will be understood 
that any of these orders may be changed any 
day by the visiting staff. 

Morphine: This drug has many side effects 
that are undesirable. Some patients have a 
marked idiosyncrasy against it. I have used it 
twice only in the last 100 cases. 

Atropine: This is employed by many in 
the presence of excessive bronchial moisture. 
Properly used it may have a field of usefulness. 
My experience has been against it. 

Strychnine: Having come into medicine as 
a teacher of pharmacology, I*am naturally skep- 
tical as to the value of this drug. It has some un- 
favorable side effects, such as increasing the per- 
ception of pain and tending to nervous insta- 
bility. 

Sparteine: This is recommended by many in 
the treatment of pneumonia. I have not been 
able to convince myself of its value. 

Acetylsalicylic acid: With this might be in- 
cluded all depressants of the antipyretic group. 
I have sometimes felt that the extensive use of 
this drug may be one of the reasons for our 
increased mortality in pneumonia. Potts states 
that on first seeing a case of’ pneumonia, he 
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bases his prognosis in part upon the amount of 
acetylsalicylic acid that the patient has recently 
taken. 

Oxygen: I feel almost embarrassed to even 
question the use of this agent in pneumonia. 
Certain findings have become rather definitely 
established. First, if used at all, oxygen must be 
employed continuously; second, the old open 
cone method is probably without value; third, 
to hope for benefit the oxygen tent or chamber 
is necessary; fourth, such use certainly requires 
the services of an expert in this particular field; 
fifth, all of this entails the use of equipment 
and an expense that is beyond the reach of the 
majority of patients. In addition, my own ex- 
perience and observation has been against the 
routine use of oxygen, though I am still open 
to conviction. 

Diet: Water, strained soups and broths 
made with rice or barley and one-half milk 
or one-fourth cream added; malted milk or 
similar preparations made with water; but- 
termilk; fruit juices with milk sugar; coffee 
or tea with cream and milk sugar. Give the 
coffee or tea to which the patient is accustomed. 
Avoid an excess of orange juice. 

The plan here is a low total, high carbo- 
hydrate intake. Pneumonia is usually a short, 
stormy process and my belief is that there is no 
urgent necessity for a large diet. It is often 
urged that a patient will soon reach a crisis 
when he will need every particle of available 
strength. In training our athletic squads we have 
more trouble in training down weight than we 
do in putting it on. I would rather my patient 
reach the crisis with a fairly empty alimentary 
tract, than with one distended from an accumu- 
lation of food material in the process of diges- 
tion, fermentation and putrifaction. Our prin- 
cipal trouble is that a nurse when given a diet 
order like the above is inclined to stick to orange 
juice because it is palatable and easily available. 
This must be avoided. Should the case be pro- 
tracted and more nutrition seem to be indicated, 
the diet is promptly increased. 


After crisis, or after the temperature has suf- 
ficiently subsided by lysis, the patient may be 
put upon a soft, low protein diet, with small 
and frequent feedings. Here we use a modified 
“typhoid diet.”’ 


After care: Keep patient in bed for at least 
two weeks after temperature reaches a perma- 
nent normal. Avoid violent physical strain for 
several months. The actual period of convales- 
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cence is dictated by the condition of the patient, 
particularly from the standpoint of the circu- 
latory apparatus. 

An additional sheet is employed for each 
case. This is headed ‘‘Supplimentary Ward 
Suggestions.”’ 

As in typhoid and tuberculosis, the patient is 
treated and not the disease. This is not a plan 
of neglect, but one of intensive attention to all 
of the details of general care. The medical staff 
should see the patient at least three times in 
each twenty-four hours. 

It is possible my success in the treatment of 
pneumonia has been largely due to the particu- 
lar attention I give to general care in these cases. 
I have felt the same might apply to the splendid 
showing made by Cole, Cecil and others. 

Particular attention must be given to con- 
serving the circulatory apparatus. The patient 
must be kept free from noise, confusion, excite- 
ment, and domestic or business cares. 

Special care is exercised in maintaining the 
function of the diaphragm. Small frequent 
feedings are to be employed, sufficient elimina- 
tion secured without violent purgation, and 
abdominal distention prevented or actively 
combatted should it develop. 

No oil or gas heaters must be allowed in the 
treatment quarters. In cool weather, patient 
must wear garments that protect from chilling. 
In a climate like that of New Orleans, many 
homes depend entirely upon oil or gas heaters 
that burn inside the rooms. If there is a fire- 
place in such a home, no matter whether it is 
in the dining room or the library, that room is 
selected for treatment quarters. In cold weather 
should the proper heating facilities not be avail- 
able in the home, removal to a hospital is in- 
sisted upon. 

Mustard poultices may be tried should there 
be a sense of oppression or constriction in the 
chest; do not repeat unless they give relief. No 
constriction must be put around the chest. 
Should strapping be used for pleuritic pain, it 
must be removed as early as possible. No value 
is claimed for these local applications except 
that they may promote comfort. I remember 
one case where a mother asked if she could put 
on mustard poultices at more frequent inter- 
vals as the patient slept about three hours after 
each application. Under such conditions I could 
not question the advantage of their continued 
use. 

Have the patient lie on his back or on the 
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affected side. It is naturally desirable that the 
patient lie in bed in such a way as to give every. 
advantage to the unaffected side when the pneu- 
monia is unilateral. 

My experience with this plan, modified to 
meet special indications, has been such that so 
far I have not felt justified in departing ma- 
terially from it. 


THE ABORTIVE TREATMENT OF 
VOLKMANN’S ISCHEMIA 


M. E. PUSITZ, M.D. 
Topeka, Kansas 


The following case is reported because of the 
fact that although a great deal has been written 
about this condition, with reference to its 
etiology, treatment of late cases, and suggestions 
offered as to its prevention and even treatment 
of early cases, no reports are to be found in the 
literature of cases which have been successfully 
treated after the ischemia has actually set in. 
The following is a report of a case of Volk- 
mann’s ischemia successfully treated. A simple 

_ method is also described for the treatment of 
severely comminuted fractures of both bones 
of the forearm, where open reduction is not 
feasible, and where the displacements are very 
great. 


CASE REPORT 


Mr. R. G., truck driver, aged 24. While 
driving a motorcycle, the patient was struck 
by an automobile and sustained a compound 
comminuted fracture of both bones of the left 
forearm. On admission to the service of the 
writer, the patient was found to be a well- 
developed white male, perfectly rational. The 
general examination of the patient did not re- 
veal any pathological findings except for minor 
injuries over the surface of various parts of the 
body and a severe injury of the left forearm. 
Several of the lacerations had been sutured by 
the referring physician. 


The left forearm was very much injured. 
There were multiple wounds of the skin, two 
of which had been sutured with dermal. The 
entire forearm up to and even above the elbow 
was one huge hematoma mass. The skin was 
tense and discolored, and shiny. Palpation re- 
vealed abnormal motion in all directions. There 
was marked tenderness over the head of the 
radius. 
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The urine revealed no pathological findings; 
the blood was normal except for a leukocytosis 
of 10,000; the temperature was normal; x-rays 
showed comminuted fractures of both bones 
of the forearm, the displacements of the frag- 
ments being most marked. 

A diagnosis of comminuted fractures of both 
bones of the forearm was made and because of 
the nature of the lesion the following routine 
was adopted. This same procedure has now 
been used in three other somewhat similar cases, 
with satisfactory results. 

A stainless steel piano wire was drilled 
through the lower ends of the radius and ulna; 
a Kirschner bow was then attached, and this in 
turn suspended from a lateral traction frame, 
so that the elbow was flexed at 90 degrees, and 
the arm abducted 90 degrees. Another Kirsch- 
ner wire was then drilled through the upper 
end of the ulna, a bow attached, and from this 
bow weights were suspended, beginning at four 
pounds and gradually increasing to eight. This 
was found to be a simple yet efficient method 
of applying skeletal traction to the forearm. 

The patient entered the hospital July 6, 
1933, about 8:00 o'clock; the skeletal trac- 
tion was all completed by mid-night. Orders 
were left for the administration of one-quarter 
grain of morphine every four hours. Upon see- 
ing the patient the next morning, July 7, 1933, 
it was found that the morphine had not been 
enough to allow the patient comfort during the 
night. The swelling of the forearm now ex- 
tended on to the hand and fingers. The fingers 
were somewhat blue and stiff; he was no longer 
able to move the fingers; and contractures were 
already present, especially the fourth and fifth 
fingers. He stated the fingers felt numb all the 
time. Attempts to stretch the fingers caused se- 
vere pain. 

The weights attached to the bow were les- 
sened. When the patient was seen two hours 
later, however, the condition remained the 
same, except that the contractures seemed worse. 
The skin of the fingers and part of the hand 
had a tense glossy appearance. 

A diagnosis of early Volkmann’s ischemia 
was made and the following operation per- 
formed. Under general anesthesia long incisions 
were made through the skin, subcutaneous tis- 
sues, and the deep fascia of the forearm (the so- 
called vaginal fascia of the late Professor Pren- 
tiss). When the deep fascia was cut, the muscle 
mass bulged right out of the opening. A great 
deal of blood escaped from these cuts. With 
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Mayo curved scissors the muscle bundles were 
separated slightly by blunt dissection. Vaseline 
gauze and then dry dressings were applied over 
the wounds. 

Almost immediately after he had recovered 
from the anesthetic the patient claimed he felt 
some relief. About five hours later the patient 
was scen and he could now slightly move his 
fingers. They were still somewhat numb but 
the blue color had been replaced by a pinkish 
color. The fingers were not cold. 

The progress of the patient was a very slow, 
gradual improvement so that by the 20th of 
July practically all of the swelling had cleared 
up. The motion of the fingers had improved 
greatly, although still far from normal. The 
stitches were removed and a non-padded. cast 
was applied after the method of Dr. Bohler. 
The patient was discharged from the hospital 
and seen periodically in the office. Callus was 
very slow in appearing and it wasn’t until the 
20th of December that the cast was removed. 
At that time it was noted the patient moved 
his fingers fairly well, there was good flexion 
and extension of the wrist but there was no 
pronation and supination. He was, therefore, 
told he had a possible synosteosis between the 
radius and ulna and advised to have an opera- 
tion. However, for the time being he was placed 
upon physiotherapy. The patient called the of- 
fice two months later and stated that his motion 
with reference to pronation and supination was 
increasing and he was, therefore, not going to 
return for further operative work. 


DISCUSSION 


There are many theories as to the etiology 
of the condition. Brooks has demonstrated that 
in experimental animals obstruction of a vein 
with the artery free, typical symptoms of 
ischemia can be produced with hemorrhage, 
edema, degeneration, inflammation, fibrosis. 
Contracture and loss of muscle power is the 
ultimate result. Clinical observation supports 
this experimental work very closely. 

As Key and Conwell point out, over 90 per 
cent of the cases occur in the flexor muscles of 
the forearm. It is well known that the veins 
from these muscles are liable to obstruction at 
the elbow from swelling, acute flexion, or tight 
splints, casts, or bandages. Although in the 
majority of cases it must be assumed that the 
condition may be due to the dressing applied 
by the surgeon, it may appear without any 
such dressing at all, as was the case in the above 
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patient. When any dressing is applied to a fore- 
arm or elbow fracture, the patient must be seen 


_ within the next twelve hours or less. 


The time to treat a Volkmann’s ischemia is 
in its very beginning. Once there has been a 
degeneration, fibrosis, and contracture of the 
muscles, there is no power that can restore that 
muscle to normal. From then on we speak of 
improvement but never of cure. Therefore, the 
treatment of this condition begins as soon as it 
is recognized. 

Prevention is, of course, more important 
than treatment. If a patient is treated for a 
fracture of the elbow, or forearm, explicit in- 
structions must be left with the nurse in charge 
and the patient should most certainly be seen 
within 12 hours after the dressing has been 
applied. If impending signs and symptoms of 
a Volkmann’s ischemia are found, any dressing 
which has been applied should be removed. If 
the flexion has been so acute that the circula- 
tion has been obstructed, the flexion should be 
decreased. At times the displacements of the 
fragments may be the cause of obstruction 
to the circulation. In such cases the surgeon 
should try to improve the position of the frag- 
ments and, if that is not possible, to do an open 
reduction as has been pointed out by Meyerd- 
ing. Usually we advise a delay of several days 
before this is attempted. This may seem radical 
to some but it is realized that early operation 
as a preventive measure is the only possible fac- 
tor we have to secure normal function. All the 
ater surgical procedures are directed toward 
improving the condition. If traction has been 
made this should be lessened or removed en- 
tirely. Therefore, from the standpoint of pre- 
ventive measures, the physician must always be 
on guard so that malposition of the fragments, 
pressure from hematoma, obstruction from 
flexion at the elbow, splints, traction, or band- 
ages should not obstruct the circulation in such 
a way as to produce the ischemia. Even when 
all this is attended to there are certain cases 
where the ischemia will develop in spite of all, 
as is evidenced by the case above reported. 
Therefore, in these series of cases the following 
routine should be adopted. 

The tension of the swollen muscles should be 
decompressed. Jepson has done much experi- 
mental work on dogs, and showed the relief 
which can be afforded the subfascial tension in 
cases of artificially produced ischemia. Opening 
the wound and evacuating the blood and serum, 
even hours after the onset, prevented the forma- 
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tion of the contracture. The work of Brooks, 
of Jepson, and the clinical observations of in- 
numerable investigators support the view that 
the hematoma found within the limits of the 
antecubital fossa, or of the fascial compart- 
ments of the forearm, is capable of producing 
a venous block quite apart from any other me- 
chanical disturbance due to bony displacement, 
position, or bandage. 

Sterling Russell has made the suggestion of 
making long slits in the deep fascia, by inserting 
a long slender blade subcutaneously, inserted 
through tiny punctures in the skin. He states 
that longitudinal incisions through the skin 
cannot be drawn together, and if left open will 
admit infection. The writer does not agree with 
this, as it is much better to actually see what is 
there. Also there was no trouble in bringing 
the wound together in the case reported after 
some of the swelling had gone down. No in- 
fection followed. Of course, the rigid aseptic 
precautions must be taken. After thorough 
preparation of the field with ether, iodine and 
alcohol, longitudinal incisions are made 
through the skin and subcutaneous tissues to 
the deep or vaginal fascia. This is then opened; 
in fact, by blunt dissection the muscle groups 
are separated. In making the incisions through 
the deep or vaginal fascia, it must be remem- 
bered that the forearm consists of a series of 
fascial compartments. Opening one compart- 
ment when another is involved is not a solution 
to the problem. If the hematoma is in the joint 
or if the hematoma is in the antecubital fascia 
or if the hematoma is in one of the fascial com- 
partments of the forearm, these are the particu- 
lar regions which must be opened and relief 
given to the subfascial tension. Therefore, it is 
highly imperative that one know the anatomi- 
cal structure of the fascial compartments of the 
forearm. The late Professor Prentiss has done 
remarkable work in presenting before the pro- 
fession this particular field of anatomy. 

It is very important that the medical profes- 
sion realize these developments in the treatment 
of Volkmann’s ischemia because these condi- 
tions are not as rare as is thought. Meyerding 
reports that from 1910 to 1927 one hundred 
twenty-eight cases of Volkmann’s ischemia en- 
tered the Mayo Clinic. In a very small private 
practice two cases of Volkmann’s ischemia 
were seen in the last year. Naturally, usually 
the orthopedic surgeon will only receive cases 
long after their onset and, therefore, it falls 
on the general practitioner or surgeon to treat 
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these cases adequately at the onset with a mini- 
mum permanent disability in the form of mus- 
cular disturbances. This condition was first re- 
ported by Volkmann in 1869 and from that 
time to the present, the incidence of Volkmann's 
ischemia seems to be increasing; but this no 
doubt must be due to the fact that it is being 
diagnosed more frequently because the knowl- 
edge of this condition is being disseminated 
throughout the profession. 


SUMMARY 

1. A case of Volkmann’s ischemia is re- 
ported which was observed at its very begin- 
ning. 

2. A method of treatment for Volkmann’s 
ischemia is presented which, although it may 
seem radical, was successful in giving this in- 
dividual an excellent result in as far as the 
ischemia was concerned. 

3. A method is presented of treating severe 
comminuted fractures of both bones of the fore- 
arm with severe displacements by means of 
skeletal traction through Kirschner wires. 

(Bibliography Continued on Page 474) 


PRACTICAL CONSIDERATIONS OF 
BRONCHOSCOPY AND 
ESOPHAGOSCOPY 


ERNEST M. SEYDELL, M.D. 


Wichita, Kansas 


Symptomatology of Foreign Bodies in the 
Air and Food Passages 


Laryngeal foreign bodies: One or more of 
the following symptoms may be present: 
hoarseness, croupy cough, aphonia, pain which 
may be referred to the ears, hemoptysis, wheez- 
ing, dyspnea, cyanosis and a subjective sensa- 
tion of a foreign body, or even death from 
asphyxia. 

Tracheal foreign bodies: The glottic chink 
is much smaller than the tracheal lumen, there- 
fore objects which pass through the larynx 
tarely become lodged in the trachea. If the in- 
truder does not enter a bronchus, it is coughed 
up against the larynx producing a flapping im- 
pact. Subglottic edema may produce dyspnea. 
In other cases a tracheal thud, flutter, or an 
asthmatoid wheeze may be heard. 

Bronchial foreign bodies: One may divide 
bronchial foreign bodies into those which pro- 
duce severe symptoms upon aspiration, and 
those in which the initial symptoms are slight. 


DECEMBER, 1934 451 


Often because of the youth of the patient it is 
impossible to obtain an accurate history. The 
train of symptoms may point so plainly to a 
foreign body in the lung that the patient, espe- 
cially if he is an adult, may come to the physi- 
cian with his own diagnosis made. Belonging 
to this class is a case, which later came under 
my care, of a boy aged eleven who had aspirated 
a tenpenny nail. His physician refused to be- 
lieve his story and ridiculed the family’s sug- 
gestion that an x-ray be taken. The patient's 
pulmonary condition grew steadily worse, 
suppuration ensued, he became anemic, de- 
veloped clubbed fingers, expectorated large 
quantities of foul sputum and finally, eight 
years after aspirating the nail, came to me for 
examination. The history was so definite that 
no other diagnosis should have been made. An 
x-ray film showed an abscess which involved 
most of the middle lobe, while the upper and 
lower lobes of the same side were drowned with 
pus. The nail was removed, but the boy ulti- 
mately died from the pulmonary infection. 

The initial symptoms which follow the as- 
piration of a foreign body are choking, par- 
oxysms of coughing varying in degree, gagging 
and wheezing, and sometimes cyanosis. A 
symptomless interval of weeks, months, or even 
years may ensue, followed by pulmonary infec- 
tion, the symptoms of which may resemble 
pneumonia, bronchitis, bronchopneumonia, 
empyema, lung abscess, bronchiectasis, tubercu- 
losis, or asthma. Vegetable foreign bodies are 
noted for producing intense reactions. An infant 
has been known to die within thirty-six hours 
after aspirating a peanut. In older children the 
symptoms are less marked. 


Diagnosis: Too much has been written about 
the symptoms which follow the aspiration of 
foreign bodies, but too little has been said rela- 
tive to the fact that a foreign body may enter 
either the air or the food passages and remain 
lodged there for a long period of time without 
causing any or at least very little, discomfort. 
Jackson reports a series of 1,485 cases of foreign 
bodies in the air and food passages. Out of this 
number there were 200 cases which had been 
overlooked for periods of from one month to 
thirty-six years. I do not wish you to under- 
stand that these 200 cases were without initial 
symptoms—quite the contrary. The most com- 
mon reason for failure to diagnose the presence 
of an intruder in these cases was that the exam- 
ining physician had failed to take into consider- 
ation the possibility of the presence of a foreign 
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body. Therefore the most important aid in the 
diagnosis of intruders in the air and food pass- 
ages is to be foreign-body-minded. In most in- 
stances a carefully taken history will enable one 
to make a correct diagnosis, but a negative his- 
tory does not rule out the presence of an in- 
truder in either the air or food passages, for 
even adults may fail to remember aspirating a 
foreign body. 


Any child who has choked, gagged, or 
coughed after the slightest suspicion of his hav- 
ing had something in his mouth, must be re- 
garded as a foreign body case until proved other- 
wise by every diagnostic procedure. In adults it 
is usually easy to detect a foreign body in the 
larynx with a laryngeal mirror, but with chil- 
dren it is often necessary to resort to a direct 
laryngoscopic examination. In subglottic cases 
it is easy to overlook a small intruder, especially 
in people with strong gag reflexes. Edema of 
the larynx also may prevent the examining phy- 
sician from detecting the foreign body. In case 
No. 72 of my series, C.B., during an attack of 
epilepsy, swallowed a denture which almost 
completely closed the glottic chink. His family 
physician inserted a tracheal trocar and sent the 
patient to Wichita. The patient had no knowl- 
edge of having swallowed a foreign body. The 
tracheal canula was so small that he was almost 
asphyxiated and an emergency trachectomy was 
performed. As soon as the patient’s condition 
would allow, a laryngeal examination was 
made with a mirror. The edema at this time 
was so pronounced that the intruder could not 
be seen. A roentgen ray picture revealed the den- 
tal plate. In all obscure cases it is advisable to 
make a roentgen ray examination. 


Diphtheria, angioneurotic edema, edema of 
the larynx from other causes, and enlargement 
of the thymus must be excluded. Finally an 
infantile type larynx may produce symptoms 
which are extremely difficult to differentiate 
from ones produced by a laryngeal foreign 
body. 


In tracheal and bronchial foreign bodies one 
must rely first on the history, second on the 
physical findings, and third on the results of 
x-ray examination. We have already referred 
to the history. In recently aspirated foreign 
bodies the physical examination may be nega- 
tive, especially in cases of pins or other small 
metallic objects. The physical signs of an in- 
truder in the bronchi are those of partial or 
complete bronchial obstruction. There are three 
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kinds of obstructions, namely: (1) by pass 
valve obstruction, (2) check valve—air passes 
in but not out, resulting in emphysema, (3) 
completely shut obstruction, in which air can- 
not pass in or out, the retained air being ab- 
sorbed, resulting in atelectasis. It must be re- 
membered that foreign bodies often move, caus- 
ing a change in the physical findings. 


Jackson states, ‘““The most nearly character- 
istic physical signs are: (1) limited expansion, 
(2) decreased vocal fremitus, (3) impaired per- 
cussion note, (4) diminished intensity of the 
breath sounds distal to the foreign body.” 


Roentgen ray examination: When a roentgen 
ray examination is made with the intention of 
detecting a foreign body, it should include all 
structures from the nasopharynx to the tuber- 
osities of the ischia. In the hands of an expert, 
the x-ray will detect objects of slight density, 
If bronchial obstruction exists, the findings 
vary with the type of obstruction. 


Esophageal foreign bodies: The most com- 
mon symptoms which follow the swallowing 
of a foreign body are gagging and choking. The 
absence of these symptoms does not rule out 
the possibility that a foreign body may be 
lodged in the esophagus. The case history ob- 
tained from children is usually unreliable, un- _ 
less an adult has witnessed the swallowing of 
the foreign body. In adults there is usually a 
foreign body sensation in the pharynx or 
esophagus. This sensation cannot be relied upon 
in locating the position of the intruder in the 
esophagus. Difficult and painful swallowing is 
also usually present. Even a small foreign body 
may cause regurgitation and complete inability 
to swallow even water. At other times the pa- 
tient may have surprisingly little difficulty, 
even when a large intruder is present. The in- 
ability to swallow may be intermittent or con- 
stant. Cases have been reported in the literature 
where foreign bodies have been present in the 
esophagus without the patient’s knowledge of 
their presence. In case No. 14 a roentgen ray 
picture of the child’s chest showed a safety pin 
lodged in the esophagus. The patient could not 
remember having swallowed it. Foreign bodies 
in the esophagus may cause laryngeal symp- 
toms, such as cough, dyspnea, etc. In these cases 
the cough either is of reflex origin or is caused 
by saliva trickling into the larynx due to a 
closure of the esophagus. 

Diagnosis: The history and symptoms are 
frequently sufficient to established a diagnosis. 
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When the intruder is sharp, pressure on both 
sides of the upper esophagus may cause severe 
pain. The most important aid in diagnosis 
where doubt exists is the x-ray. A lateral film 
should be taken first. If this fails to show the 
object, the patient is asked to swallow a double 
O gelatine capsule filled with barium, while in 
front of a fluoroscope. If the capsule remains at 
any point in the esophagus for as long as a 
minute, a diagnostic esophagoscopy is indicated. 

Prognosis: About three per cent of the for- 
eign bodies of the bronchi are coughed up. Jack- 
son states that ninety-nine per cent of all for- 
eign bodies can be removed by bronchoscopy. 
Foreign bodies that remain in the bronchi al- 
most invariably result in death due to sepsis or 
hemorrhage. Esophageal foreign bodies may 
quickly cause death due to perforation and sup- 
purative mediastinitis, from hemorrhage due 
to the perforation of a large vessel, or from 
asphyxia due to pressure on the trachea. Death 
may also be caused by perforation and infec- 
tion of the bronchi. 

Indications for diagnostic bronchoscopy: In 
a general way it may be stated that in any ob- 
scure respiratory condition diagnostic bron- 
choscopy is indicated. Ninety per cent of the 
bronchoscopies that are performed in the larger 
endoscopic clinics are for conditions other than 
the removal of foreign bodies. The reverse of 
this is true in my own experience. It has al- 
ways seemed strange to me that medical prac- 
titioners insist upon having cystoscopic exam- 
inations of the bladder for diagnostic purposes, 
although these are more painful and at least as 
dangerous as bronchoscopy, whereas they con- 
sistently neglect bronchoscopy for inferential 
methods which are much more often incorrect. 
In some cases endoscopy affords the only means 
of making a final and conclusive diagnosis. I 
refer here especially to new growths both benign 
and malignant. Benign tumors of the air 
Passages are not a rarity and may cause atelec- 
tases and secondary suppuration. Malignant 
tumors of the lung are increasing in number 
and from eighty-five to ninety per cent are of 
bronchogenic origin. A biopsy is the only def- 
inite means of making a differential diagnosis. 
Kernan states that out of sixty bronchogenic 
carcinomas diagnosed bronchoscopically, only 
five were seen early enough to offer a chance 
for cure. These sprang from the larger bronchi 
and were destroyed with diathermy and im- 
plants of radium. 

By diagnostic bronchoscopy, rare and unsus- 
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pected conditions not otherwise recognizable 
may be found. In certain types of cases, meas- 
ures to correct the existing pathologic condition 
may be instituted without removing the endo- 
scope. Lung mapping is considered by Jackson 
as the greatest aid in the localization of pul- 
monary disease. Lipiodol may be instilled with 
the greatest accuracy into the area selected. Secre- 
tion which would otherwise interfere with the 
instillation may first be aspirated, with 
thorough inspection of the air passages at the 
same time. 

Negative bronchoscopic observations are 
valuable in that they assist in making a diag- 
nosis by exclusion. With the development of 
the technique of bronchoscopy the practitioner 
need not hesitate to advise endoscopic treat- 
ment of pulmonary diseases, such as chronic 
bronchial and pulmonary disease, bronchial 
asthma, suppurative foci of the lung, benign 
and malignant neoplasms. 

Bronchial asthma: Patients who do not re- 
spond to other forms of treatment should be 
given the opportunity to obtain benefit from 
bronchoscopic treatments, which are more stic- 
cessful in the exudative form of this disease. 

Lung abscess: Only 20 to 25 per cent of lung 
abscesses recover spontaneously. Bronchoscopic 
treatment is especially successful in abscesses 
which follow tonsillectomy and other opera- 
tions—treatment must be instituted early. 
Bronchoscopic treatment is of value only ina 
small percentage of late cases. 

Bronchiectasis: Bronchoscopic drainage or 
lavage has only palliative value in bronchiec- 
tasis. 

Postoperative collapse of the lung: Post- 
operative collapse of the lung is really an atelec- 
tasis. This condition comes on shortly after 
operation and is very frequently diagnosed as 
ether pneumonia. The atelectasis is caused by a 
corking up of a bronchus with secretion. Re- 
moval of this secretion by bronchoscopic aspira- 
tion relieves the situation at once. 

Hemoptysis: In patients not proved tuber- 
cular and in whom blood dyscrasias have been 
excluded, a bronchoscopy is indicated to deter- 
mine the cause of the hemorrhage. The most 
common causes of bronchial bleeding are varices, 
syphilitic or tubercular lesions, benign or ma- 
lignant growths. 

- Diphtheria: Laryngeal and bronchial diph- 
theritic membranes are frequently removed 
through endoscopic tubes; in fact, many lives 
have been saved in this manner. 
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diagnostic bronchoscopy are: aortic aneurysm, 
peripherally situated abscess, active tubercu- 
losis, recent hemorrhage, multiple lung ab- 
scesses, empyema, extensive bronchiectases, 
marked cardiac weakness, moribund patient. 

Indications for diagnostic esophagoscopy: 
The roentgen ray is a very important aid in 
the diagnosis of esophageal disease, but the 
x-ray findings cannot be absolute and should 
be verified in many instances by diagnostic 
esophagoscopy. There are many references in 
the literature that show revision of the x-ray 
diagnosis when esophagoscopy was done. Jack- 
son expresses the belief that ‘‘when the time 
shall come that every patient with the slightest 
discomfort back of the sternum, every patient 
with gastric hematemesis, regurgitation, heart- 
burn, and water brash has an esophagoscopic 
examination, peptic ulcers of the esophagus will 
be found less rare than it is now thought to be.”’ 
He reports eighty-six cases of peptic ulcer, 
twenty-one being active, sixty-seven presenting 
scars due to previous ulcers. 

Esophagoscopy is indicated in hematemesis, 
the principal etiologic factors being peptic ul- 
cers, varices, and neoplasms. In all cases of 
dysphagia whether due to strictures, pouches, 
diverticula or congenital atresia or neoplasms, 
esophagoscopy is indicated for both diagnosis 
and treatment. 


CONCLUSIONS 


Be foreign-body-minded: take a careful his- 
tory and you will overlook few foreign bodies 
in the air and food passages. 

The initial symptoms which may follow the 
aspiration or swallowing of a foreign body, 
may be either slight or absent. 

A symptomless interval, varying in time, 
may follow the initial symptoms. 

After the decision that a foreign body is 
lodged in the air and food passages, delay in 
removal is dangerous. Few foreign bodies are 
expelled spontaneously. 

Diagnostic bronchoscopy and esophagoscopy 
deserve a more general application. 


Bernard Fantus, Chicago (Journal A.M.A.), in his 
discussion on the therapy of burns as it is practiced by 
the attending staff of the Cook County Hospital, states 
that it is necessary to distinguish between (1) burns of 
limited extent, (2) infected burns and (3) extensive 
burns. In all cases of deep burns a prophylactic dose 
(1,500 units) of tetanus antitoxin should be adminis- 
tered. 


PHILIP W. MORGAN, M.D. 


Emporia, Kansas 


Our hope is to restore our patient to economic 
productivity and to maintain him in that state 
as long as possible. We cannot cure many 
maladies but we can often improve function to 
the place where our patient can pursue a pro- 
ductive vocation and can enjoy living though 
oftentimes his vocation and also his living 
habits have to be changed. 

So it is evident that our criterion of progress 
in the management of any case should be the 
functional ability not only of the impaired or- 
gans but of the man who owns them. Our dis- 
cussion at this meeting is to be on nephritis. I 
shall not discuss any of the various types of so- 
called ‘‘surgical kidneys.”’ 

Recent books, current literature and present 
day medical teachings all indicate that many of 
the older conceptions of and methods used in 
the diagnosis, prognosis and treatment of the 
varied types of Bright’s disease are misleading 
or even wrong. I do not refer to our apprecia- 
tion of the gross and microscopic pathology of 
kidneys removed at autopsy. Not only have we 
all heard the often insane and untrue assurance 
given a patient that his kidneys are all right 
because one specimen of urine happens to show 
no gross variation from a theoretical normal, 
but we have ourselves probably said such things 
and elaborated the statement by saying, “Yes, 
your kidneys are working satisfactorily.’” We 
have not used any real test of kidney function, 
because in our training no method was accepted 
as good and also because those in use required 
elaborate laboratory equipment. 

In the urological services of the Polyclinic 
Hospital in Vienna for the past 14 years, the 
fitness of a man to undergo prostatectomy has 
been determined by a urine concentration and 
dilution test alone—blood chemistry determi- 
nations as criteria of kidney function have been 
discontinued in those cases. In the 1934 edition 


of an American work on nephritis and hyper- 


tension after all other renal function tests are 
discussed, this same test, the concentration 
test, is held to be used in preference to all 
others. In 1905 Dr. E. W. Dwight of Boston, 
in a masterful review of the subject, says: “It is 
generally recognized that a low specific gravity 
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with low percentage of solids, particularly urea 
and phosphoric acid in its combinations, shows 
very satisfactorily whether or not that kidney 
is doing it’s work.”’ In the March 1934 num- 
ber of the Medical Clinics of North America, 
Dr. Donald Van Slyke of the Rockefeller In- 
stitute in presenting an improved test of renal 
function says: ‘‘At present we have come to rely 
routinely in our clinic upon the urea clearance 
and gravity tests because they combine simple 
technic and definite interpretations through the 
different stages of renal disease.’’ Primarily a 
good function test should employ agents and 
procedures familiar to the normal physiology 
of the organs to be studied. In the case of the 
kidneys, water elimination answers those quali- 
fications as does the more complicated urea 
clearance test referred to by Van Slyke. 

It should be remembered at this time that 
‘ the conceptions of renal physiology as elabor- 
ated by the Richards School and Cushny are 
pretty generally accepted today and these ideas 
are based on demonstrations which Richards 
ingeniously devised. The glomeruli are fi'ters 
and as the urine traverses the tubules certzin 


substances are reabsorbed thus concentrating the 


filtrate. There is no actual secretion. Richards 
demonstrates on a living frog’s kidney under 
the microscope, that only a part of a given 
glomerulus seems to be working at one time 
and only a fraction of all the glomeruli are 
active at any one time. Those working at on- 
minute may be idle the next and a new group 
of them takes up the work. Thus, normally a 
great functional reserve exists. In cases of renal 
damage where the cells along the tubules are 
unable to concentrate the urine, one gets con- 
sistently dilute urine, and whcre large numbers 
of glomeruli are gone the functioning ones must 
do with less rest. 

Koranyi of Budapest worked on the idea 
of concentration of urine as an index to renal 
function for years, and his concepts are today 
accepted largely in Europe. In America, as a 
result of the test elaborated by Mosenthal, the 
idea has assumed many forms. Briefly, it has 
been shown that healthy kidneys are able to 
concentrate urine to a specific gravity of 1025 
or better, and when they cannot concentrate to 
1020 there is some marked impairment. How- 
ever, if the patient’s kidneys can exhibit a 
variability of function to the degree where the 
difference between the dilute and concentrated 
urine is fifteen points in the last two figures 
of the specific gravity reading, that patient's 
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kidneys are for example in condition to allow 
such a procedure as a prostatectomy. (The cti- 
terion used in the Polyclinic Hospital of 
Vienna.) If albumen and casts be found ip 
the urine and yet the specific gravity test js 
satisfactory the casts and albumen, though 
probably due to definite active kidney dis. 
turbance, are under the circumstances of little 
moment in the prognosis. In personal com- 
munication with the medical directors of thirty 
outstanding American life insurance companies, 
I find twelve of the companies have used in 
questionable cases or in applications for large 
policies one form or another of the specific 
gravity tests. Most all of the companies ques- 
tioned emphasize the importance of an appli- 
cant’s ability to concentrate urine and three of 
the thirty believed such tests should and would 
sometime become routine in applications for 
large policies. One director cited a case of an 
applicant whose only substantial disqualifica- 
tion was his inability to produce urine with a 
specific gravity greater than 1.005. He was not 
granted a policy, but was kept under observa- 
tion and six months later died unexpectedly. 
(My letters of inquiry afforded, incidentally, 
an interesting study. Whereas the large ma- 
jority of answers to my questions reflected 
thought and alertness, there were some that 
typified either indifference, lethargy or ossifi- 
cation of thought.) The first point I wish to 
emphasize therefore is that we all have at our 
command simple kidney function tests which 
can give us valuable information. 


When one discusses Bright’s disease or dis- 
eases, it is necessary that he first announce the 
classification he subscribes to. The classifica- 
tions in use until recent years were not satisfac- 
tory and until Volhard and Fahr, in 1914, pre- 
sented their remarkable work, a workable 
classification was not available. However both 
before then and since, clinicians everywhere 
seem to revel in originating classifications for 
nephropathies. Since Volhard and Fahr’s classi- 
fication has more justification due to its basic 
criteria, most authorities today are accepting it 
though at times with slight modifications, until 
the state of our knowledge allows us to have 
other than a pathological criteria which this 
classification has. Fishberg in his recent book 
says: ‘Since the classification of Bright’s Dis- 
ease by Volhard and Fahr was published, each 
of these men has modified his conception of 
some of the details expressed in their classifica- 
tion, but the fundamental principle of their di- 
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vision into primarily degenerative, inflamma- 
tory and arteriosclerotic renal diseases has 
proved extremely valuable and undoubtedly 
represents one of the most important steps ever 
taken in the systematization of the variegated 
disorders included under the term Bright's dis- 
ease.” He says of other classifications such as 
Christian’s, Addis’ and Aschoff’s: ‘“They have 
not been shown to possess any special advan- 
tages and have not been widely used.”’ 

Since we cannot hope to discuss all these 
types to any profitable end, I have chosen a few 
subjects which should afford the most food for 
thought. They are as follows: benign albu- 
minurias, edema, and uremia. 

The question of benign albuminurias has 
been a pertinent one. I should like to mention 
a few facts in its regard. In the last third of 
the nineteenth and early part of the present 
century, numerous writers (Mohomed, 1884; 
Gerhart, 1871; New, 1884; Tyson, 1888; 
Von Leube, 1902; Hyde quoting Osler, 1904; 
and others as mentioned by Dr. Edwin Welles 
Dwight of Boston in a review published in 
1905, as well as many others since) have been 
of the opinion that many causes exist for be- 
nign albuminurias, especially in people under 
thirty or forty. In 1905 when addressing the 
Sixteenth Annual Meeting of the Association 
of Life Insurance Medical Directors Dr. Dwight 
said: “‘It is, I believe, conceded at this time by 
the majority of those who have given study or 
thought to the subject, that albumin in detect- 
able traces is neither always present in organic 
disease of the kidneys, nor always absent in the 
urine of normal individuals. It has been clearly 
demonstrated that the amount of albumin nor- 
mally present in the urine may be largely in- 
creased by exercise, diet, cold baths, exposure 
to cold, mental or nervous excitement, strain 
or work.’”’ In over 5,000 recruits for the 
Great War, five per cent were found to have 
benign albuminurias. Such albuminurias 
usually are seen less often in adults, and on the 
whole they tend to disappear in time though 
many cases are on record where the condition 
has been watched for ten years and longer. 
Though no cause is definitely known for this 
situation, the upright posture especially when 
accompanied by lordosis has been observed so 
frequently as a causative factor that many of 
these cases, where posture is influential, are 
called orthostatic albuminurias. There are many 
instances however where the postural factor is 
not operative. The only treatment these pa- 
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tients should get is good nourishing food, and 
exercises calculated to overcome the lordosis. 
They should be assured that what they have 
is harmless and though they should be tested 
periodically for evidence of impaired renal 
function they should be encouraged to live nor- 
mal lives. 


The appreciation of edema in Bright’s dis- 
ease dates from Hippocrates and Galen. Though 
it is a fact that edema is at one time or another 
present in the principal varieties of Bright's 
disease, it is not always seen and today it is 
known that it may be nephritic as in glomerulo- 
nephritis, nephrotic as in chronic nephrosis, and 
cardiac as in essential hypertension—the dis- 
ease causing the primarily contracted kidney of 
the pathologists. Three factors in the causation 
of edema are accepted. They are: (1) decrease 
in the colloid osmotic pressure of the plasma as 
seen in chronic nephrosis, the nephrotic type 
of glomerulonephritis, the amyloid kidney and 
hunger edema; (2) increase in the permeability 
of the capillary wall so that protein molecules 
can pass through as seen in glomerulonephritis; 
and (3) increase in the hydrostatic pressure in 
the blood capillaries as seen in cardiac edema. 
The three types of edema, nephritic, nephrotic 
and cardiac may coexist. Each calls for a dif- 
ferent treatment but oftentimes the different 
treatments can be carried out simultaneously. 
The classical cardiac treatment of support and 
rest and the classical nephritic treatment of low 
protein and low fluid still hold sway, though 
some would even treat nephritic edemas as 
nephrotic as I will quote shortly. My purpose 
in presenting this subject, is that a better 
understanding of degenerative nephropathies— 
the nephroses—has offered (as Epstein first 
pointed out) a newer treatment in these types. 
Even today however some clinicians are so en- 
thusiastic about high protein diets that they 
employ them in all forms of Bright's disease as 
in the following summary from Alving of the 
Rockefeller Institute in the March 1934, 
Medical Clinics of North America. He says: 
“The general principle arrived at is that dietary 
treatment is most beneficial when it is aimed at 
maintenance of a good state of tissue nutrition 
and plasma protein content and at maintenance 
of a normal supply of fluid in the body. There: 
is no evidence that low protein diets designed 
to rest the kidneys have any effect on the 
progress of the renal lesions. On the contrary, 
they are likely to cause unnecessary emaciation: 
and weakness, and to favor the development 
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of edema from plasma protein deficit. We there- 
fore, in all stages of the disease, endeavor to 
maintain as nearly a normal state of blood and 
tissue nutrition as the patient's tolerance of 
protein and total calories will permit. Salt re- 
striction is required whenever there is a ten- 
dency for edema to accumulate. On the other 
hand, in the terminal stage of renal disease, 
when the kidneys largely lose their ability to 
restrict either chloride or water excretion ac- 
cording to internal need, it is desirable to ad- 
minister salt and water in sufficient amounts 
to prevent desiccation. Water restriction appears 
to have no justification in any stage of nephri- 
tis, unless cardiac failure is present.”’ 


Though it is a bit off the subject of edema 
Alving says: ‘“The only dietary measure we 
have observed to be of value in giving prolonged 
symptomatic relief in hypertension has been the 
use of a reduction diet in obese subjects.’’ In 
Alving’s high protein diet, he uses animal and 
vegetable protein in the ratio of 2:1. Dr. Clif- 
ford J. Barborka of the Passavant Memorial 
Hospital in Chicago in reviewing his concepts 
of high protein diets emphasizes the value of 
high carbohydrate and low fat in the diet. This, 
according to Adlersberg and Porges of Vienaa, 
would ward off the trend toward diabetes that 
a high carbohydrate, high fat diet seems to en- 
courage. In general it might be said that edema 
is never as serious as uremia and if the kidneys 
exhibit poor function in the gravity test, it is 
much safer and in fact obligatory to give water 
freely in the face of edema than to allow uremia 
to set in. In fact, edema (not of cardiac origin) 
is thought by some to be an insurance against 
uremia. It is assumed that due attention is given 
to cardiac embarrassment in all these cases. 
Renal function estimations should be used con- 
stantly in the regulation of tre-tment. In cases 
where protein is restricted either because the 
clinician is timid or because the blood shows a 
high protein content, anemia of a chlorotic 
(low color index) type often develops. Dr. 
Benjamin I. Ashe of the New York Postgrad- 
uate Medical School advises giving more protein 
and if the body shows a tendency to retain pro- 
tein he gives blood transfusions, usually three 
in number, of 500 to 1000 cc. at five to seven 
day intervals. In summarizing the treatment of 
the nephrotic types of edema we can say that 
present day established usage justifies the giv- 
ing of high protein, high carbohydrate, low fat 
diets. Salt restriction (limited to 2.5 to 5 
grams a day) is presupposed for it belongs in 


the classic management and we have not men- 
tioned it. 


Uremia has been defined as the symptom 
complex resulting from the retention of urinary 
constituents in the organism. No group of 
symptoms is to be considered as uremic in na- 
ture unless it occurs in the presence of abnor- 
mally high nonprotein nitrogen in-the blood. 
True uremia occurs only when renal function js 
greatly limited, and such is demonstrated when 
the specific gravity never exceeds 1.010 and or 
when the urea clearance test as carried out by 
Van Slyke is five per cent or less of the normal 
figures. The urea clearance test, says Van Slyke, 
gives a closer check on the probable onset of 
uremia than does the concentration test. It is 
evident by the definition of uremia, that when 
enough of the functioning parts of the kidney 
have been destroyed or when any process in- 
hibits the formation of urine or its transit 
through the urinary passages, uremia may set 
in. No definite metabolite has been proven to 
be the sole cause of uremia. 


Theoretically then, the treatment of uremia 
could be based on: (1) diminution in the quan- 
tity of waste products to be excreted by the 
kidney, dietetic treatment in other words; (2) 
improvement of excretion by the kidney; (3) 
promotion of extrarenal excretion. Dietetic 
management is the most important aspect in 
preventing uremia. When protein seems to be 
retained in the body, the intake of protein 
should be greatly curtailed and the diet made 
largely carbohydrate with small amounts of fat. 
In this relation one should remember that a 
quart of milk represents thirty-five grams of 
protein. In allowing proteins, the present opin- 
ion is that one protein has no less toxic effect 
than another. Fruits, fruit juices, vegetables, 
honey, candy, potatoes, cornstarch, lactose, 
saccharose, olive oil, cream, etc., are usually the 
foods preferred as the principal ones in most 
clinics. In a definite uremic state all patients 
should be watched for cardiac failure. Venesec- 
tion and the intravenous administration of 
strophanthin are two good though heroic treat- 
ments proven meritorious by wide usage. The 
great array of symptoms annoying the patient 
should receive symptomatic management. 


Barry, Shafton and Ivy in Chicago, working 
on nephrectomized dogs, said water, sodium 
chloride and glucose aleviated the grave symp- 
toms of uremia and they concluded from their 
experiments that the prolongation of life is 
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due primarily to maintenance of a normal bal- 
ance of water, sodium and chlorides in the 
body. Measures calculated to improve excre- 
tions by the kidney are classic and will not be 
enumerated. 

Though I have seen cardiac patients who 
had without harm had mercurial diuretics for 
as long as seven years, I have also seen autopsies 
on several patients with hemorrhagic enteritis 
following the use of mercurial diuretics. This 
brings us to the subject of promoting extra- 
renal excretion. Since enteritis of various sorts 
is not unusual in uremic patients it seems to 
me we should use extraordinary care in the 
choice of purgatives. Sweating, which has been 
so widely used, no doubt does good in more 
ways than the simple elimination, although the 
most simple and comfortable procedures of 
sweating should be employed and ample hot 
drinks should be allowed during the sweating. 

Summarizing, one might say that a closer 
watch on our patients’ kidney function might 
often enable us to ward off uremia by better 
dietary management and by advice in living 
conditions which might invite disturbances in- 


ducing renal damage. The free use of fluids and 


chlorides in uremic patients undoubtedly de- 
serves attention. Whether the liberal dietary 
management of Alving quoted above will, by 
making people more fit, postpone such catastro- 
phies as uremia, remains for time and experience 
to show us. 

As one reviews all the aspects of Bright’s 
disease and the almost hopeless situation pre- 
sented by some, it is a great argument for pre- 
ventive medicine and periodic health examina- 
tions. 

Essential hypertension, which is much often- 
er the cause of hypertension than is nephritis, 
has not been discussed, but I have attempted to 
gather some facts about this as well as most of 
the nephropathies from reputable authorities to 
aid in orienting you. 

It has been gratifying and most profitable to 
me to have had a good urge to investigate the 
present status of Bright’s disease, and I sincerely 
hope I have touched on a few points which will 
justify the committee’s judgment in giving me 
this subject. 
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SOME OBSERVATIONS ON THE VIRUS 
DISEASES* 


F, A. CARMICHAEL, S8R., M.D. 


Osawatomie, Kansas 


Today we have come to recognize a group of 
diseases which we have conveniently classed 
under the term of virus diseases. This classifi- 
cation, though obviously inadequate seems to 
be justified and to represent a step forward from 
the former classification of ‘“‘diseases of un- 
known etiology’, in which classification many 
of these diseases fell. 


There are now considerably more than a 
hundred such diseases of animals and plants for 
which no bacteriological agent can be held re- 
sponsible. Just exactly what constitutes a virus 
disease is not known but several logical con- 
cepts form the criteria upon which such a classi- 
fication is based. Perhaps the fundamental con- 
cept of virus diseases emanated from the work 
of Pasteur who first suggested such a possibility 
while working with rabies. However it was not 
until the work of Beijerinck and Ivanowski 
demonstrated the filterability of mosaic disease 
of tobacco that the classification gained an ex- 
perimental basis. Shortly thereafter Loeffler 
and Frosch, in their classical work demonstrated 
the nature of foot and mouth disease and the 
concept was placed upon firm ground. 


The term ‘‘virus’’ itself has no actual specific 
connotation. From the Latin it simply means 
poison. However as it is employed today, fre- 
quently and perhaps needlessly prefixed by the 
term filterable, it has come to designate a spe- 
cific type of disease whose etiological agent is 


*Read before the Franklin County Medical Society Jul: 
34. 
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supposed to conform to certain definite criteria. 
The criteria which must be considered be- 
fore a disease is assigned to this group are as 
follows: (1) Filterability is the most universal 
property and undoubtedly the most important. 
However it must be born in mind that filtera- 
bility per se is not exclusively a property of the 
virus diseases since many spirochaetes, protozoa 
and bacteria will pass a very fine filter either 
passively or by growth. On the other hand cer- 
tain viruses, such as of vaccinia, for example, 
are passed with the greatest difficulty. (2) 
Viruses have been measured, most frequently 
by comparison with the size of certain known 
protein molecules which will pass filters. Their 
size has been estimated at approximately thirty 
millimicra which is of course beyond the range 
of our best optical instruments. (3) The 
formation of inclusion bodies is a phenomena 
which has attracted much attention in regard 
to this group of diseases and has led some 
writers to consider the Rickettsia as closely re- 
lated if not the same as the virus diseases. How- 
ever this property of inclusion body formation 
is not a constant property of this group of dis- 
eases. (4) Cytotropism is a property of many 
but not of all the virus diseases. This term signi- 
fies a specific tissue predilection of certain virus 
diseases. Most of the virus diseases seem to pre- 
fer ectodermal tissue and a few are distinctly 
neurotrophic, such as poliomyelitis, encepha- 
litis, herpes and rabies. It is of interest to recall 
that from an embryological viewpoint, neural 
tissue is essentially ectodermal. (5) Cultivation 
of the virus diseases almost uniformly requires 
the presence of living tissue cells. (6) Im- 
munity, as a rule is absolute and lasting follow- 
ing one attack of a virus disease. (7) The epi- 
demiology of this group of diseases is by no 
means regular. Although a majority of the 
major types of such disease seem to gain en- 
trance to the body through the respiratory chan- 
nels, others are transmitted by insect vectors 
or invade via the gastro-intestinal tract. 


These above criteria convey in a general 
way just what is meant by a virus disease and 
perhaps by a virus but they fail to designate 
their exact nature, which, in truth, would be 


almost impossible in the light of our present 
learning. D’Herelle and T wort first considered 
viruses as ‘‘self-producing enzymic processes’, 
such as that demonstrated by the bacteriophage 
phenomena. This concept which is itself under- 
stood with some difficulty seems to be some- 
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what more elaborate than our former concept 
of viruses as more or less peculiar poisons. They 
are then, from our practical viewpoint, to be 
regarded as self-propagating poisons. 


There is a definite reason why this group of 
diseases has occupied the scientific limelight for 
the past decade or two and further reasons why 
they should hold our attention and respect. 
Many of these diseases which affect the human 
being are the diseases with which the general 
practitioner is in almost daily contact. Some of 
these constitute the most vexing and difficult 
problems we are called upon to treat at the 
present time. Their number and frequency of 
incidence together with a consideration of 
sequellae which are not infrequently observed 
seem to warrant at least a superficial review of 
the extent of our knowledge concerning them. 


Examples of the various types of virus dis- 
eases may be illustrated by the bacteriophage 
phenomena, mosaic disease of plants, sacbrood 
of bees, hoof and mouth disease of cattle and 
the exanthemata and neurotrophic diseases of 
man. Of this latter group, measles, mumps, 
chickenpox, epidemic encephalitis, poliomyeli- 
tis, smallpox and yellow fever are not infre- 
quently the objects of responsibility of the gen- 
eral practitioner. Pappataci fever and psitticosis 
while of rarer occurrence, belong to the virus 
group. 

There seems to be no correlation or uni- 
formity in the length of the inoculation pe- 
riod of these diseases. The ectodermal group 
has an incubation period of approximately two 
weeks. A shorter incubation period is charac- 
teristic of the insect vector group. Viruses with 
an affinity for neural tissue exhibits a wide 
variation in their periods of incubation, most 
of which are not definitely known, while rabies 
varies regularly in relation to the region inocu- 
lated. 


A majority of the virus diseases exhibit a 
characteristic biphasic temperature curve. This 
has been especially noted in poliomyelitis but is 
present in a greater or less degree in most of 
the virus conditions met with. Another point 
of similarity lies in the mode of onset inde- 
pendent of temperature manifestations, which 
as a rule feature moderate or severe myalgia of 
the legs and back. These pains are characteristic 
of yellow fever, dengue, smallpox, pappataci 
fever, and typhus. On the other hand it is well 
known that the initial symptoms of poliomye- 
litis may be, and frequently ate slight, signify- 
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ing nothing more than a mild gastro-intestinal 
upset. The temperature rise is only moderate 
and before the onset of asthenic or paralytic 
symptoms this initial temperature rise not in- 
frequently subsides entirely only to reappear 
with the onset of secondary symptoms. Yellow 
fever, dengue and pappataci fever each have a 
period of almost complete remission of tem- 
perature between the primary and secondary 
stages. 


Another helpful differential factor is the 
white cell behavior. As a general rule most of 
the virus diseases show no associated elevation 
of the leukocyte count. Usually the leukocytes 
are unchanged and if alterations are encountered 
leukopenia is the rule. However definite leuko- 
cytosis is encountered in the neurotrophic virus 
diseases and after secondary invasion by pyo- 
genic bacteria in the ectodermal types, particu- 
larly in smallpox. In the neurotrophic types 
neutrophilia is a characteristic. 


Among the most common complications of 
virus diseases must be mentioned their predis- 
position to pyogenic infection and encephalitis, 
the latter arising not only as a primary-infection 
but as a sequela to several other types of virus 
diseases which primarily attack other than 
neural tissue, as for example, vaccinia, measles 
and mumps. 


The mortality of these diseases is likewise 
variable. It ranges from zero in herpes to 100 
per cent in untreated rabies. Residuals as in 
poliomyelitis and encephalitis may be severe 
and when occurring represent neural trauma. 
Usually no damage of a permanent nature re- 
sults to the heart, liver or kidneys. 


Immunity is said to follow in all cases of 
virus infection. Those types that are charac- 
terized by ectodermal assault give lasting im- 
munity to subsequent attacks. On the other 
hand, we have no assurance that the virus of 
rabies gives definite immunity throughout life. 
While it is true that antirabic immunization 
both in man and animals gives a well estab- 
lished protection pro tempore we are not as- 
sured of its permanency. 

SUMMARY 

Summarizing then, the general’ manifesta- 
tions of the virus diseases as far as these may 
be placed in a common group, the cardial clini- 
cal signs and symptoms are as follows: 

1. Sudden onset with severe headache and 
myalgia. 
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2. Biphasic temperature curve. 

3. Unaltered or reduced leukocytes in the 
initial phase. 

4. Tendency to encephalitic complications. 

5. Absence of sequela except in the neuro- 
trophic group. 

6. Inclusion bodies. 

7. Lasting immunity. 


CHOREA GRAVIDARUM* 
R. M. BRIAN, M.D., and M. GERUNDO, M.D. 
Topeka, Kansas 


Chorea of pregnancy is a subject which is 
probably of more interest to the obstetrician 
than to the neuropsychiatrist; however, in that 
the authors have had such a case under observa- 
tion recently and in that there appears to be 
some confusion in the literature, this case is 
presented in the hope it may throw some addi- 
tional light upon the nature and pathogenesis 
of this distressing syndrome. In reviewing the 
literature two chief conceptions are held in re- 
gard to chorea gravidarum. The first is that it 
is essentially Sydenham’s chorea aggravated by 


_ pregnancy. This view is held largely by intern- 


ists and neurologists and is based upon the fol- 
lowing significant facts: (1) the condition is 
more prevalent among young primiparae, (2) 
in a high percentage of cases reported a recent 
or remote rheumatic history, with or without 
chorea, is obtained, (3) in a small percentage 
of reported cases the disease is associated with 
either arthritis or endocarditis, or both, and 
(4) there are many cases reported in which the 
chorea has recurred with succeeding pregnancies. 

The other view is that the syndrome belongs 
to the toxemias of pregnancy and this is the 
belief of most obstetrical authorities. To sup- 
port this opinion it is stated this disease is often 
associated with other signs of toxemias of preg- 
nancy, such as signs of liver and kidney dys- 
function, and the occasional association with 
eclampsia and hyperemesis. 

CASE REPORT 

Mrs. M. S., a white female, 35 years of age 
and the mother of a normal child 5 years of 
age, was admitted to Topeka State Hospital, 
September 10, 1933. It was impossible to ob- 


*Réad before the Missouri-Kansas Asso- 
ciation at Osawatomie, Kansas, December 13, 1933. 
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tain a history from the patient as she displayed 
a complete loss of contact; therefore, the his- 
tory as given was obtained from the husband 
and the physician who had her under observa~ 
tion for several months. Her past history dis- 
closed no evidence of rheumatic fever and she 
had gone through one uneventful pregnancy 
and labor. She was examined and pregnancy 
diagnosed April 12, 1933, at which time she 
was apparently about three months pregnant. 
On May 8, 1933, she began to flow slightly 
and, as a threatened abortion was suspected, 
the usual treatment was instituted. After two 
weeks in bed she was allowed to be up and 
about again. No signs of toxemia were reported 
at this time. The patient felt movement about 
June 11, 1933, and it appeared as though the 
pregnancy was pursuing a normal course. 


Her physician was called to see her June 28, 
1933, at which time acute cholecystitis was 
diagnosed. It is reported that she had a mild 
icteric tinge to the skin and sclerae and was run- 
ning low grade fever with discomfort in the 
right upper quadrant of the abdomen. The 
jaundice became more marked and the patient 
became severely ill with a septic fever varying 
from 101° to 104°, persistent vomiting and 
later delirium. During July there was a grad- 
ual improvement in her clinical condition with 
gradual recession of the jaundice; however, 
during this period choreiform movements of 
the hands and feet were noted. On August 7, 
1933, persistent vomiting was reported and 
shortiy thereafter she was admitted to a gen- 
eral hospital for treatment. The vomiting per- 
sisted and on August 20, 1933, she went into 
labor with the delivery of a dead fetus, the exact 
age and condition of which was not reported, 
but from the record the patient should have 
been approaching the last trimester of preg- 
nancy. The course was rapid following the de- 
livery; a subnormal temperature was reported 
with a rapid, thready pulse recorded as high as 
156 the third day after delivery. The chorei- 
form movements became gross and universal 
with marked delirium, loss of orientation, and 
hallucinosis. 


The patient was admitted to Topeka State 
Hospital about three weeks after the delivery. 
Physical examination at this time revealed an 


emaciated, white female of about 35, seriously 
ill. The routine examination disclosed few ab- 
normal findings other than a blood pressure 
charted at 96/70, rapid pulse at 120 with dis- 


tant weak heart tones. The deep reflexes were 
present with no exaggeration, and no patho- 
logical reflexes were elicited. The superficial ab- 
dominal reflexes could not be obtained. Gross 
choreiform movements were noted which were 
of equal intensity on the two sides, especially 
observed in the hands and feet and in the mus- 
cles of the face, particularly the mouth. It was 
necessary to control the chorea by strong seda- 
tives. 

The mental status of the patient was typical 
of a toxic psychosis with complete disorienta- 
tion, clouded consciousness and an apparent 
hallucinosis. 

The laboratory findings as reported in the 
records are as follows: Urinalysis.on a catheter- 
ized specimen, dated September 13, 1933, re- 
vealed a strong trace of albumin and a trace of 
indol. An occasional red blood cell with mod- 
erate number of pus cells in small clumps were 
reported. No casts were seen. A second urinalysis 
September 20, 1933, is reported as showing 
three plus albumin, a marked trace of urobilino- 
gen and indol with numerous red blood cells 
and numerous pus cells. Hyaline and granular 
casts were seen. Blood Wassermann dated Sep- 
tember 12, 1933, was negative. 

A blood count, on September 21, 1933, re- 
vealed: Red blood cells 3,100,000 with a 
hemoglobin of sixty per cent, white blood cells 
9500 with sixty per cent polymorphonuclear 
cells, five per cent metamyelocytes, ten per cent 
monocytes, ten per cent mesolymphocytes and 
fifteen per cent small lymphocytes. 

The clinical course while in Topeka State 
Hospital did not change materially. The patient 
ran a low grade evening fever, the pulse re- 
mained rapid with a range of 120 to 130. The 
chorea was pronounced except when the patient 
was under the influence of strong sedatives, 
and her mental state remained unchanged. She 
died rather suddenly September 25, 1933. 

A postmortem examination was conducted 
a few hours after death by Doctor M. Gerundo, 
pathologist at Topeka State Hospital, and the 
following is a summary of the positive find- 
ings: 

“The body was that of an emaciated white 
female of about 35 years of age, five feet four 
inches in ‘height and weighing about 110 
pounds. The liver extended about four fingers 
below the costal margin with the diaphragm at 
a normal level. The spleen was enlarged to 
about three times the normal size. Both kidneys 
were enlarged to twice the usual size and on 
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section their color was of a uniform dark red. 
The brain was very soft in consistency but no 
gross lesions were demonstrated on the cortex. 
On section, the lateral ventricles were seen to 
be dilated to about twice the normal size and 
filled with clear fluid. The white matter was 
scarred with small punctiform hemorrhages. 
The basal ganglia and particularly the globus 
pallidus on the left side appeared soft, and 
areas interpreted as hemorrhagic and others in- 
terpreted as small cavitations due to softening, 
were observed. Cross section of both peduncles 
at the level of the locus niger and red nucleus 
presented petechial hemorrhages. Small hemor- 
rhages were noted around the aqueduct of 
Sylvius and in the walls of the fourth ventricle. 


Microscopic study showed an almost com- 
plete degeneration of liver parenchyma with 
fine fat vacuoles present in the hepatic cells. 
The spleen showed marked atrophy of the 
lymph follicles with congestion of red pulp, and 
hyperplasia of the reticular elements and in- 
crease in the connective tissue stroma. The kid- 
neys demonstrated congestion of the glomeru- 
lar capillaries, edema of the renal tubules with 
blood and epithelial cells in the lumen, and 
hemorrhages in the interstitial tissue. 


Microscopic examination of stained sections 
from the various portions of the brain revealed 
the following: The white matter and cortex 
showed chiefly some capillary hemorrhage with 
blood cells extravasated into the surrounding 
tissue. The blood cells were well preserved, in- 
dicating the hemorrhagic areas were of recent 
date. The cortex showed some congestion but 
the nerve cells were fairly well preserved. 
Stained section of the lenticular nucleus and 
globus pallidus revealed, in addition to the 
hemorrhagic vascular. lesions noted above, a 
marked degeneration of the nerve cells replaced 
by an ordinary glia tissue which in places as- 
sumed the arrangement of long strips. The 
gliosis was not, however, as marked a feature 
as the extensive degeneration of ganglion cells. 
In the locus niger very few cells showed a nor- 
mal amount of ferruginous pigment. Most of 
the cells demonstrated a few granules only. 
Other sections of the brain taken from the 
fourth ventricle, the cerebral peduncles and the 
aqueduct of Sylvius, showed essentially the 
same vascular lesions as noted above.”’ 


The clinical course and pathological study 
in this case suggests a close relationship be- 
tween the evident toxemia of pregnancy and 


the chorea. The toxemia was manifested by a 
probable parenchymatous hepatitis and a prob- 
able preeclamptic state. The chorea became evi- 
dent while the patient was seriously ill and 
followed the above toxemic signs. The signifi- 
cant pathological findings are the advanced 
nephro-hepatic lesions which bear a close resem- 
blance to those seen in fatal eclamptic cases and 
the degenerative lesions in the basal ganglia. It 
is important to point out that the heart re- 
vealed no signs of past or present endocarditis. 

In summary, the authors suggest that there 
are probably two types of chorea occurring in 
pregnancy, which may be difficult to differen. 
tiate. One may be considered Sydenham’s chorea 
occurring in pregnancy, and may be associated 
with the other manifestations of rheumatic 
fever. The other, which from the limited ex- 
perience of the authors offers a grave prognosis, 
is dependent upon the toxemias of pregnancy 
for its pathogenesis. While the lesions in the 
brain may bear a close resemblance in both 
types, the clinical course and the nephro-hepatic 
lesions may serve to differentiate the toxemic 
cases from the rheumatic type. 


ADDISON’S DISEASE 


M. BERNREITER, M:D. 
Kansas City, Kansas 


In 1855 Addison, the English physician, 
published for the first time a group of cases in 
which besides general weakness and anemia a 
peculiar pigmentation of the skin was one of 
the outstanding symptoms. All these cases came 
to autopsy and because the suprarenal glands 
were found to be diseased in all cases, Addison 
came to the conclusion that these glands must 
be the cause of the bronzing of the skin and the 
other symptoms. Similar observations by other 
men were soon made and today Addison’s dis- 
ease as the result of hypofunction of the supra- 
renal glands is a well established clinical entity. 


The adrenals, situated at the upper pole of 
each kidney, show two distinct portions: the 
central or medullary portion, of epithelial struc- 
ture, and the outer or cortical portion of con- 
nective tissue structure. 

Hyperactivity of either the cortex or medul- 
lary portion of the suprarenal glands is usually 
due to some type of tumor. And the symptoms 
depend upon the age when hyperadrenalism 
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appears, resulting in pseudohermaphrodism, 
pubertas praecox, virilism and hirsuitism. 


Hypofunction of the suprarenal glands as a 
whole results in Addison’s disease and is due 
to tuberculosis (90 per cent), atrophy or 
malignancy of the suprarenals. 


The most prominent signs and symptoms of 
the disease are: asthenia, pigmentation, nausea, 
vomiting, loss of weight, dizziness, hypoten- 
sion and circulatory failure. 


Treatment: Before the development of the 
suprarenal cortical hormone of Swingle and 
Pfiffner the treatment of Addison’s disease was 
seldom successful and most cases progressed to 
a slow, fatal termination. 


The object in presenting the following case 
report is to give the details of a case with Addi- 
son’s disease, treated with eschatin, prepared 
according to the method of Swingle and Pfiff- 
ner, each cc. of extract presenting thirty grams 
of fresh beef cortex. 


CASE REPORT 


Mrs. H. S., age 51, foreign-born, had the 
regular childhood diseases. About thirty years 
ago she was delivered of twins at term. One of 
the babies died at the age of three weeks and the 
other at the age of five weeks. The cause of 
death is unknown. In the same year patient had 
three abdominal operations; during one of 
which the uterus and both tubes were removed. 
She made a good recovery and felt fairly well 
up to about four years ago, when ‘she noticed 
dark spots appearing in the face, arms, and fi- 
nally all over the body. She also became grad- 
ually weaker and nervous; lost considerable 
weight, had much headache, dizziness and 
nausea. Was finally unable to perform her 
duties as housekeeper. 


The family history is not important. The 
mother died at the age of 74; the father at the 
age of 65. Cause of death is unknown. Two 
brothers ages 42 and 48 and three sisters ages 
46, 54, and 62 are still alive and well. No his- 
tory of malignancy or tuberculosis. 


Examination: Patient is poorly nourished 
and seems quite weak. She is five feet and four 
inches tall, weighs 120 pounds. Temperature 
99°; blood pressure, 85/65; pulse 90; eyes re- 
act to light and accommodation; nose normal; 
teeth badly in need of dental repair and a 
brownish discoloration of the gums is noticed; 
tonsils show signs of chronic tonsilitis. There 
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is patchy pigmentation over the entire chest, the 
color varying from light brown to dark brown, 
the bronzing more marked in the exposed parts 
and a fatty tumor the size of a fist below the 
right scapula. Abdomen examination discloses 
characteristic patchy pigmentation of the skin, 
abdominal wall very flabby. The rectus.mus- 
cles are widely separated, and the examining 
hand “‘falls’’ with ease through the abdominal 
wall. The spleen is not palpable, liver is not 
enlarged and there is a slight tenderness over 
the region of the gallbladder. An old abdomi- 
nal scar reaches from the umbilicus to the sym- 
physis. No tumors palpable. Uterus and cervix 
are absent, vagina is normal, tubes and ovaries 
are not palpable. Extremities reveal very dark, 
almost black, patches of pigmentation on the 
upper extremities and less pronounced on the 
lower extremities, varicose veins in both legs, 
Patellar reflexes were present and normal, ab- 
dominal reflexes could not be obtained, Babin- 
ski’s reflex negative and Romberg symptom 
negative. 

Laboratory findings: Hemoglobin 75 per 
cent, red blood corpuscles 4,004,000, white 
blood corpuscles 5,000; urinalysis, reaction 
acid, albumin negative, sugar negative, 
microscopic no pus cells or casts; Wassermann 
blood test negative. 

Diagnosis: Addison’s disease. 

Treatment: For the last five weeks patient 
has_ received intramuscular injections of 
Eschatin, 1 cc. two or three times a week. There 
was no other medication. 

Results: Patient has gained twenty pounds 
of weight; is feeling stronger and is now able to 
do her daily housework. Dizziness and nausea 
have completely disappeared. She has a good 
appetite and sleeps well. The pigmentations, 
still present, are slowly receding. Blood pres- 
sure: 125/75. 

Comments: Although no conclusions can 
be drawn from the therapeutic results in one 
case, I believe that eschatin is effective in pro- 
longing life and relieving symptoms in cases 
of Addison’s disease. 

Permanent cure cannot be expected, but the 
possibility exists that by supplying the neces- 
sary cortical hormone, the diseased suprarenal 
glands, if not completely destroyed, will re- 
generate and once more undertake their normal 
physiological function. 
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EDITORIAL 


Editorial Mast Information on Page VI 


A MESSAGE FROM THE INCOMING 
PRESIDENT 


To the Members of the Kansas Medical Society: 

The Kansas Medical Society is about to enter 
upon its 77th year and as the new presiding 
officer I earnestly solicit the cooperation of 
every member in helping to make it an ag- 
gressive and progressive year. 


As I see present conditions there is one big 
issue confronting us. This is health or sickness 
insurance and is of vital interest to the public 
and to each and every member of the medical 
profession. 


This form of insurance has been in operation 
in European countries for many years; how- 
ever, the plans vary considerably in the various 
countries. 


The health insurance plan of Great Britain, 
of which we have heard so much, is an evolu- 
tion of contract practice by which private clubs 
were conducted by doctors who each week col- 
lected a small compensation in return for which 
the entire family was attended. They also made 
arrangements with industries to furnish medi- 
cal attendance to their employees. 

The National Health Insurance Act has 
created about two hundred insurance commit- 
tees in England, Scotland and Wales, composed 


. chiefly of the laity to administer the benefits 


which consist of weekly compensation, medical 
and dental care, drugs, and hospital service. 
Each insurance committee is compelled to have 
a medical service sub-committee. The local 
practitioners have a medical committee called 
the Panel Committee. Another committee, the 
Allocation Committee, is composed of persons 
appointed by the insurance and panel commit- 
tees. Each committee has its special function 
but it dovetails into the work of the other com- 
mittees which make the huge machine created 
by the National Health Insurance Act. The doc- 


tor agrees to give such services “‘as can properly 
be undertaken by general practitioners of ordi- 
nary skill and competence’ for which he re- 
ceives about $1000.00 net per annum and the 
usual panel averages about one thousand per- 
sons. 


The insurance plan has greatly increased the 
work of the doctor as he is consulted about 
each trifling illness. Patients now go to him 
for complaints which were formerly entirely 
untreated or else treated by the patient himself. 
Clerical work has rapidly increased owing 
to the numerous records and certificates of the 
insured person that must be kept and also the 
various communications with the governmental 
and other agencies. 


Under this health insurance in Europe it has 
been demonstrated that medical care is of a 
much poorer quality than is furnished to the 
indigent poor in America. The time and energy 
of the physician is so overtaxed by the excessive 
number of calls he receives that he cannot give 
his best to the service. One authority in speak- 
ing of health insurance in Germany says: “‘It 
has worked an injustice on the medical profes- 
sion that is only paralleled by its injustice to 
the sick to whom it offers an inadequate, in- 
ferior grade of service; the doctor will suffer 
under the compulsory health insurance but, in 
the last analysis, it is the people who suffer 
most.” 

When people have sick insurance they feel 
they are free to go to the doctor at any time as 
they are paying their money and should have 
some return for it. With compulsory sick in- 
surance it would be very easy to make ma- 
lignerers and hypochondriacs of people so pre- 
disposed. Shall we substitute government con- 
trol in medicine for independent action? Shall 
individuality, initiative, confidence, courage, 
efficiency. and enthusiasm be surrendered with- 
out a blow in our own defense? 

It behooves us as a profession to thoroughly 
acquaint ourselves at once with this subject and 
meet the issue with a solid front. We should be 


the leaders in all medical problems. 
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The October number of the American Medt- 
cal Association Bulletin carries an excellent ex- 
position on this subject. If any member has not 
received a bulletin, I would urge him to write 
to Dr. R. G. Leland, Chairman of the Ameri- 
can Medical Association Committee on Medical 
Economics, Chicago, for a reprint of his article. 

And furthermore, I should like to suggest 
that every county society devote an early meet- 
ing to the study and discussion of this and other 
economic subjects. Our profession has been de- 
voting too much time to the scientific side and 
not enough to the economic side. Perhaps not 
too much time to the scientific side but not 
enough to the economics. 

It has been proposed that the council at its 
midwinter meeting in Kansas City, January 5, 
1935, name a special committee on medical 
economics. 

I heartily approve of the proposal and I feel 
that great beneficial results may be accomplished 
by such a committee. 

J. F. Hassig, President-Elect. 


HOSPITAL GROUP INSURANCE 

Discussion of medical economics continues to 
hold a prominent place in medical periodicals. 
In the Ohio State Journal, Dr. Clyde L. 
Cummer in his address as retiring president of 
the state medical association, quotes the recom- 
mendation of their council to the effect that 
county societies faced with hospital group in- 
surance projects in their communities proceed 
slowly in giving their approval because of the 
difficulty in the suggested plans of completely 
separating hospital from medical service and 
because of a great possibility, if purchase of 
hospitalization on a group plan proves feasible, 
of miseducating the public to the apparent de- 
sirability of attempting to obtain medical ser- 
vice in a similar manner. 

Dr. Cummer concludes his remarks upon the 
subject: ‘In spite of our intense dislike and dis- 
trust, based on our conception of public good, it 
is possible that the avalanche which has en- 
gulfed other groups much stronger than ours, 
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will overtake us. When our opposition proves 
futile, if this be the unhappy outcome, it is in- 
cumbent upon us collectively and individually, 
to bend every effort to secure the recognition of 
those principles which were so well expressed in 
the resolution adopted by The American Medi- 
cal Association at the Cleveland meeting, prin- 
ciples which are based firmly on the rightful 
conception of relationship between doctor and 
patient.” 


Dr. Robert B. Greenough, in his inaugural 
address before the recent clinical congress of 
The American College of Surgeons, in Boston, 
refers to “‘the profound changes which have 
taken place in our civilization in the past 
twenty years. The mechanical age, with its 
mass production methods and the unprece- 
dented advance in science, have brought new 
problems in political economy and have forced 
us to discard many of our older methods and 
ideals and to seek new patterns on which to 
build our economic structure.” 


Dr. Greenough points out the classes of 
the community according to their ability to pay 
for hospital and medical service. The inter- 
mediate group, those of moderate means, who 
can pay for minor medical service but cannot 
finance unaided the expenses of prolonged or 
serious illness within their restricted incomes. 
It is to this group of the population that it has 
been proposed that a prepay insurance principle 
be applied. The problem Dr. Greenough be- 
lieves to be a local or community one to be 
studied and solved by individual committees 
and by trial and error, if by no other means and 
he urges that the medical profession take the 
lead in formulating the solution, which he be- 
lieves will vary in different communities. The 
suggestion is offered that physicians should seek 
the cooperation of other groups such as sociolo- 
gists and economists in working out their plans. 


Dr. Greenough’s address may be taken as 
the official expression of the college of surgeons 
upon pertinent medical economic questions; 
and as a statement of position, it appears con- . 
servative in view of the majority report from 


i 
4 
4 
4 
4 J 
| 
| 
— 
| 
‘ 
| 
| 
| 
: 
| 
A 
| 
i 
| 
| 
} 


DECEMBER, 1934 467 


the Committee on the Cost of Medical Care and 
the radical plans now being fostered and advo- 
cated by certain wealthy and highly influential 
foundations. 


REPORT ON NURSING SCHOOLS 


The Committee on Grading. of Nursing 
Schools of The National League of Nursing 
Education, after eight years of investigation re- 
ports that under-education and overproduction 
are the chief ailments of the nursing profession. 
The problem of the nurses education the com- 
mittee found to be closely associated with that 
of overproduction because of the faulty appli- 
cation of the apprentice system and the use of 
nursing schools to provide service to the hos- 
pitals. Of the 1583 nursing schools of the 
United States there are three types, a few good 
ones, a few which are very poor and a good 
many which are neither good nor poor. The re- 
port believes that the poor and the ‘mediocre 
schools are subordinated to the hospital. The 
present system is not attracting as many women 
of adequate capacity and basic training as would 
be desirable and it is not giving them the quality 
of training which fits them for the demands of 
their professional career. 

The investigating committee, in concluding 
its report, states that, ‘‘the fundamental cure 
of this evil can be effected only by the develop- 
ment of nursing schools which are directed with 
a primary educational aim and animated by 
professional ideals. They must function as 
educational institutions.” 

The adoption of these recommendations 
would mean the abolishment of most of the 
training schools in the United States and the 
formation of a new class of partially trained 
women to perform most of the more ordinary 
duties in caring for the sick. This will doubtless 
increase employment for the reduced number 
of trained nurses but will it result in better 
care for the sick? We as physicians have our 


doubts. 


MILLER VS. BANNER COUNTY 


The following Nebraska supreme court de- 
cision outlined in the November issue of the 
Nebraska State Medical Journal illustrates the 
obligation placed upon county commissioners 
in that state for medical care of indigent per- 
sons. 


Clarence Hooley, a person who had received 
aid from Banner county for several years, was 
stricken with a ruptured appendix while on a 
visit to a neighboring county. Dr. A. L. Miller, 
the physician called upon the case, recommended 
an immediate operation, and telephoned a Ban- 
ner county commissioner for approval of a 
fifty per cent fee, and hospitalization expense. 
Despite the fact that authorization could not 
be obtained, the physician proceeded with a suc- 
cessful operation, and upon refusal of payment 
by the county, brought suit to recover in the 
district court. A decision in favor of Dr. Miller 
was appealed to the supreme court, which held 
as follows: 


“In the present instance we have a case of an 
emergency, where an immediate operation was 
necessary for the saving of human life. No 
county physician appears in the picture, and 
the county board has wholly failed to provide 
the essentials of the necessary care that common 
humanity requires. Obviously under these cir- 
cumstances, the rule our statutory provisions 
imply and the history of poor relief in all juris- 
dictions sustains governs, viz., That in cases 
of emergency, a physician should, if reasonably 
possible, attempt to communicate with the 
proper corporate authorities charged with the 
care of the poor, but if an arbitrary refusal is 
given, or if such corporate authorities be non- 
committal, the necessary services may be ren- 
dered notwithstanding, and the law imposes an 
obligation upon the county to pay the reason- 
able value of such services.”’ 


Although the case is not entirely irreversible 
by reason Banner county did not employ a 
county physician, it is said to be of considerable 
interest to the Nebraska profession. 
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MEDICAL SCHOOL CLINIC 


RUPTURED GASTRIC ABSCESS WITH 
GASTRIC CARCINOMA 


LEWIS W. ANGLE, M.D.* 
Kansas City, Kansas 


While perforation is a complication often 
noted in the course of gastric ulcer, and reports 
on this condition abound in the literature, 
there are fewer reports of a similar complica- 
tion in the cases of gastric carcinoma associated 
with an ulcer, but very few cases of a gastric 
carcinoma associated with an abscess of the 
stomach wall which has ruptured into the per- 
itoneal cavity. 

Britton’s statistics, which are often quoted, 
show that seventeen per cent of carcinomas of 
the stomach had perforated in a series of 507 
fatal cases. Perry and Shaw in a series of 306 
fatal cases of carcinoma of the stomach report 
thirteen perforations and seven localized ab- 
scesses. They also report from Guy’s Hospital 
two cases of abscess, one a small abscess between 
the stomach and the abdominal wall, another 
with a small abscess over the lesser curvature. 
McCoskey reports an interesting case of car- 
cinoma of the stomach with a perigastric ab- 
scess in a young woman who was pregnant, but 
died before delivery. Autopsy revealed a rup- 
tured perigastric abscess with peritonitis. 

Perforation of the stomach from any cause 
may be either acute or chronic. In the first men- 
tioned variety, the perforation is accompanied 
by the symptom of spreading peritonitis. With 
the chronic form there is time for the develop- 
ment of a reaction on the part of the perito- 
neum, and by organization of exudated lymph 
adhesions, bound together adjacent viscera and 
endothelial surfaces, and so wall off the area of 
infection, which most likely occurred in the 
following case. 

CASE REPORT 

L. M., white male, aged 60, entered St. Mar- 
garet’s Hospital on November 12, 1930, com- 
plaining of loss of weight and weakness. 

Patient’s history dates back to one year ago 

-with a gradual onset of weakness and occasional 
vomiting. He has lost forty pounds of weight 
in the past year. Vomiting appears immediately 
after meals with no blood in vomitus. Patient 
“craves’’ food; he can eat any food with no 


*Department of Surgery. 


particular pain or discomfort, and has no tarry 
stools. 

Examination of his abdomen revealed gen- 
eralized tenderness with extreme tenderness in 
the epigastrium, with the presence of a movable 
mass about the size of a lemon located in mid- 
epigastrium. History and examination other- 
wise negative. 

Daily notes on patient are as follows: No- 
vember 13, 1930: Patient complains of con- 
siderable pain over left chest, anteriorly. Tem- 
perature 98°, pulse 80 and respiration 18. No- 
vember 14, 1930: Patient refuses barium for 
x-ray and refuses all treatment. Temperature 
98°, pulse 78 and respiration 18. November 
15, 1930: Patient markedly dehydrated. Vom- 
its frequently and unable to retain food. 2000 
cc. of saline given by hypodermoclysis. Tem- 
perature 98°, pulse 70 and respiration 20. No- 
vember 16, 1930: Patient is much weaker. 
2000 cc. of saline given by hypodermoclysis. 
Temperature 98.8°, pulse 80 and respiration 
20. November 17, 1930: Patient is almost 
comatose and unable to answer questions. 2000 
cc. of saline given by hypodermoclysis. Novem- 
ber 18, 1930: Patient is comatose, cold and 
flushed. Respiration is 9 per minute. Tem- 
perature 98.2°, pulse 82 and respiration 9. 
November 19, 1930: Patient is comatose. Res- 
piration is 6 per minute. Patient died at 3:00 
p. m. 

Laboratory findings are as follows: Red 
blood cell count 4,100,000 and white blood 
cell count 9,200. Urine essentially negative. 
Feces revealed a positive benzidine test for 
blood. Blood Wassermann was three plus. 
Blood chemistry showed a nonprotein nitrogen 
of 54.5. 

x-Ray report shows a typical picture of 
fibrosis of the stomach with barium trickling 
through the stomach. 

Autopsy report on the gastro-intestinal tract 
is as follows: 

The esophagus presents nothing abnormal. 
The stomach measures 10x10x5 centimeters, 
the contents of which is about 20 cc., and a 
brownish, stringy fluid. The mucosa of the 
stomach wall is markedly irregular (Fig. I). 
The wall is thickened and the serosa on the left 
side presents an abscess. The mucosa of the 
stomach is thickened and reddened, showing 
marked rugae. There appears to be a great deal 
of cellular tissue present throughout the entire 
mucosa, especially at the greater curvature, 
whiclt appears carcinomatous. The wall is 
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Fig. 1. Portion of the stomach, showing 1. Duodenum. 
2. Stomach wall (gastrica fibrosa). 3. Abscess ruptured 
into the peritoneal cavity. 4. Esophagus. 


Fig. 2. Section through gastric wall, showing adenocarcinoma. 


markedly infiltrated, thick and fibrous, giving 
the appearance of a scirrhous carcinoma of the 
stomach. 


The regional lymph nodes around the stom- 
ach are enlarged, firm and show a carcinoma- 
tous invasion. The mass outside the stomach is 
rather large. The abscess is adherent superiorly 
to the diaphragm, laterially to the spleen and 
exteriorly to the pancreas. Much pus is con- 
tained within its walls, a portion of which had 
been expelled through the rupture in the outer 
wall into the lesser peritoneal cavity. No ulcera- 
tion or perforation from the stomach into this 
mass outside the stomach is noted. The ruptured 
abscess resulted in a peritonitis, plastic type, 
which revealed on bacterial examination a short 
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gram negative bacteria, characteristic of colon 
bacillus. 

Microscopic examination: Sections of the 
stomach taken through the thickened portion, 
and apparently in the neighborhood of the | 
tumor, shows considerable postmortem autol- 
ysis of the surface portion of the mucosa near 
the edge of the abscess. Extending nearer the 
tumox the necrotic tissue blends into a mass of 
necrotic hyaline material and is continuous 
with a thickened muscular wall. In the thick- 
ened muscular wall and subserosa there is ex- 
tensive infiltration with tumor cells. Large and 
small nests of these cells are scattered through- 
out and embedded in a dense stroma which 
shows some infiltration with mononuclear 
leukocytes. Tumor cells seem to be more abun- 
dant in the subserosa (Fig. 2), which is def- 
initely thickened and fibrosed. A fibrous ex- 
udate may be seen covering the outer surface. 

Another section also shows a very marked 
thickening of the muscular wall, the tumor tis- 
sue in the mucosa not showing much evidence, 
but the tumor tissue being particularly abun- 
dant in the musculature and into the subserosa. 
Rather extensive masses of these cells embedded 
in loose fibrous tissue stroma may be seen scat- 
tered through the musculature and into the 
subserosa. 

COMMENTS 

This case presents several interesting features: 

1. The carcinoma of the stomach is of an un- 
usual, diffuse, infiltrative type, involving the 
large portion of the stomach wall, presenting 
somewhat the appearance of a leather bottle 
stomach, but localized only to the lower and 
outer half. 

2. It is also interesting to note the presence 
of a large area of organizing fibrinopurulent 
exudate adjacent to the posterior wall, being 
the wall of the abscess. 

3. The wall of the stomach was intact with 
no performation, the perforation being in an 
independent part of the abscess wall. 

4. The relative infrequency of a carcinoma 
of the stomach with an abscess. 

5. The presence of pus with absence of 
leukocytosis and temperature. 

6. No history of elevation in temperature, 
the absence of temperature and leukocytosis 
while in the hospital. 
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THE LABORATORY 


METHODS OF TYPING PNEUMOCOCCI 
NOBLE P. SHERWOOD, M.D.* 


Lawrence, Kansas 


Pneumonia, both lobar and broncho-, due 
to the pneumococcus, is one of the principal 
causes of death in the United States. Until 1929 
it was generally accepted that there are three 
specific types of pneumococci and an hetero- 
genous group called by Dochez and Gillispie 
(1913) type IV. Olmstead (1917) discovered 
that the latter type is composed of a number of 
small groups rather than single strains. Recently 
Cooper et al. (1929, 1932) working in Park’s 
laboratory, have divided group IV into twenty- 
nine new types. Thus at the present pneumo- 
cocci are divided into thirty-two types. Park 
(1933) says that it is possible to identify fifty 
or sixty types but only seven or eight are preva- 
lent and therefore important. 

Sutliff and Finland (1933) report six types 
as being responsibie for 84.1 per cent of their 
cases of pneumococcus lobar pneumonia. They 
list them relative to their order of frequency 
as types I, II, III, VIII, V and VII. They report 
also the order of frequency of the ten 
VII, XX, II, XI and XIV which were responsi- 
ble for 81.1 per cent of their cases of pneumo- 
coccus bronchopneumonia. Their findings are 
quite similar to those of Avery et al. (1917) 
who pointed out that types I and II were re- 
sponsible for 66.8 and type III for 13.0 per 
cent of 454 cases of pneumococcus lobar pneu- 
monia studied by them. 

The pneumococcus is usually identified as a 
capsulated, gram-positive, lance-shaped Diplo- 
coccus that is bile soluble and pathogenic for 
white mice. It may be divided into the types 
referred to above by means of the agglutination 
reaction or the Quellung phenomenon of Neu- 
feld. Diagnostic sera for most of the common 
types is now available. Specific type determina- 
tion is done usually for three reasons: 

1. Because some clinicians desire to treat 
pneumonia due to types I or II with a type spe- 
cific immune serum or antibody solution. 

2. They may desire to consider such in- 
formation in making a prognosis. 


*Department of Bacteriology, University of Kansas. 


3. The data when obtained affords a basis 
for statistical studies, etc. 


Diagnostic agglutinating sera for types I, II 
and III have been available for a great many 
years. Since specific immune serum or antibody 
solution is available commercially for types | 
and II only, and since the three types are re- 
sponsible for eighty per cent of pneumococcus 
lobar pneumonia it would seem obvious that 
from the standpoint of treatment and to a large 
extent for the other information mentioned 
above, the use of the agglutination test in type 
determination is not obsolete. In fact it is quite 
necessary for one to employ it as a control when 
he is attempting to familiarize himself with the 
Neufeld reaction. When the agglutination test 
is used one classifies as type IV all organisms 
not agglutinated by some one of the three type 
specific sera. Thus the old type IV includes all 
of the newer types as well as many yet unde- 
scribed. 


The technique for the rapid blood broth and 
the slower mouse method employed in type de- 
termination by agglutination and precipitation 
may be described and illustrated as follows: In 
the rapid method the broth is inoculated with 
a few loops of washed sputum that has been 
ground, if necessary, with sterile sand. The 
tubes are incubated for several hours at 37° C. 
and examined microscopically. If pneumococci 
are present as the predominant organisms, the 
broth culture is used as a suspension of pneu- 
mococci to mix with equal volumes of types I, 
II and III immune sera respectively that have 
been properly diluted. The agglutinin titre of 
each serum is low when compared with that 
used in typhoid identification. In pneumococcus 


‘work titres of 1-5 and 1-20 are the ones em- 


ployed since diagnostic sera of high titre is not 
commercially available and the average hos- 
pital is not prepared to produce immune serum 
of the various types. In setting up the test many 
employ two concentrations of type II and III 
immune serum, one giving the titre of the serum 
and the second using undiluted immune serum. 
This is done to detect subgroups of type II and 
III, since such are known to exist and to be 
agglutinated by the undiluted serum rather than 
the serum diluted to titre. . 


In the mouse method the sputum is ground, 
if necessary, with sterile sand and a small 
amount of sterile saline added and the grinding 
continued. After the sand has settled, the super- 
natant fluid is a saline suspension of pneu- 
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mococci, the numbers being inadequate for di- 
rect agglutination. One-half cc. of this is in- 
jected intraperitoneally into a white mouse. 
Several hours later when the mouse is quite 
ill it is killed and fastened in a supine position 
onto a board. The abdomen is opened and the 
margins of the incision kept apart by pins that 
are inserted into the board. Thus a receptacle 
is made of the abdominal cavity. Smears and 
cultures are made from the peritoneal exudate 
and heart blood, then the peritoneal cavity is 
washed out with one or two cc. of saline. The 
saline washings are put into small test tubes 
and centrifuged at slow speed to throw down 
the flakes of fibrin and cellular debris leaving 
the bacteria suspended. The supernatant bac- 
terial suspension is decanted and may be used 
for agglutination with diagnostic type sera or 
may be centrifuged at high speed, the super- 
natant fluid removed and used for precipitin 
tests with diagnostic type sera and the sediment 
resuspended in saline and used for type aggluti- 
nation tests. The following tabulated summary 
of methods of pneumococcus typing by agglu- 
tination and also precipitin tests was suggested 
by Blake (1917): 


Methods for Determination of Pneumococcus 
Types by Agglutination 


Pneumococcus Ser. I I II II Ill Iit 
Suspension (Undil.) (1-10) (Undil.) (1-10) (Undil.) (1-10) 
ce. bee. bce. bee bce. 

Type I ++ - = 

Type II — ++4++- — 

Type II + — 
Subgroups 

Type III — — + — 
Subgroups 

Type IV — — 


Method for Determination of Pneumococcus 
Types by Precipitation 


Supernatant 
peritoneal 


Ser.1(1-10) IL(Undil.) I1(1-10) III(1-5) 
washings .5 cc. -5 ec. -5 ee. -5 ec. 


ee. 


Type I +t 

Type II hit 

Subgroups 

Type III — —_— + + 

Type IV — —, 


| 


Instead of .5 cc. amounts of suspensions of 
diluted immune serum being used in the test 
one may employ .2 cc. instead. This gives a 
total volume in each tube of .4 cc. Where small 
test tubes are used, this amount is adequate. 


In 1902 Neufeld reported that when specific 
immune serum obtained from rabbits is mixed 
with pneumococci in a fresh state, there re- 
sults a swelling (Quellung) of the peripheral 
zone of the organism. He added methylene blue 
to the mixture to stain the organism. This 
method has been popularized recently by Sabin 
(1933). 

He recommends that in carrying out the test 
one places small flakes of sputum containing 
the pneumococci on cover glasses and adds to 
each bit of sputum an equal amount of un- 
diluted type specific immune serum from rab- 
bits. Thus type I serum is added to flake one, 
type II serum to flake two, etc. A loopful of 
standard alkaline methylene blue is also added 
to each preparation. The cover glasses are then 
inverted over special hollow ground slides 
sealed with petrolatum. The preparation is ex- 
amined either immediately or as Sabin recom- 
mends after two minutes using an oil immersion 
lense. 

In negative reactions the capsule is either not 
observed or appears as a halo. In a positive re- 
action there may be a swelling of the capsule 
but the important thing is that it takes on a 
ground glass appearance. The bacteria within 
the capsule stain blue regardless of the capsular 
reaction. It must be remembered that this re- 
action is obtained only when specific rabbit 
immune serum is employed; it does not involve 
agglutination. The test is reliable only when 
performed by one who is a reasonably good 
microscopist. 


J. M. Frawley, Fresno, Calif. (Journal A.M.A., Sept. 
29, 1934), has given prophylactic injections of 8 cc. of 
active undenatured Haemophilus pertussis antigen to a 
group of 505 nonimmune school children. Injections were 
followed by practically no local or systemic reaction. Since 
vaccination, these children have been kept under observa- 
tion. Forty-nine have been exposed to whooping cough 
without developing symptoms; sixteen were exposed at 
home and thirty-three at school. In thirty-one children, 
whooping cough developed. In twenty-five cases the 
paroxysmal stage was of less than one week’s duration, in 
five cases of from one to two weeks’ duration and in one 
case of two weeks’ duration or more. As controls, 174 
nonvaccinated children from the same homes and class- 
rooms who had whooping cough during this period were 
classified on the same basis as the vaccinated children. The 
duration of the paroxysmal stage in these cases was as fol- 
lows: In nine cases it was less than one week, in forty-nine 
cases from one to two weeks, and in 116 cases two weeks 
or more. 
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MEDICAL LITERATURE 
Edited by 
WILLIAM C. MENNINGER, M.D. 


PULMONARY ABSCESS WITH CASE REPORTS 


At the Massachusetts General Hospital cer- 
tain aspects of pulmonary abscess have been 
studied. Two hundred and twenty-seven cases 
occurring between 1909 and 1924 were studied 
by Lord. The present study includes 210 cases 
occurring between 1924 and 1932, all of which 
were traced to termination in death or present 
condition from two to nine years after dis- 
charge. The earlier study shows that the eti- 
ology of the abscess, in one out of three cases, 
was traced to operations in the upper respira- 
tory tract. Removal of tonsils and adenoids 
comprised about sixty-nine per cent of the 
operations, teeth extraction about twenty-two 
per cent and upper respiratory operations about 
nine per cent. The present study shows the 
etiological importance of operation to have in- 
creased to one out of two. This may be be- 
cause upper respiratory operations are more 
frequently performed than formerly. Bron- 
choscopy was found helpful in the exact locali- 
zation of the abscess in certain cases but was 
not of value in the treatment in the absence of 
foreign body as cause. Lipiodol is useful in the 
differentiation of lung abscess from bronchiec- 
tasis. The expectation of complete recovery 
from lung abscesses has risen from one out of 
ten cases to one out of five. Short previous dura- 
tion is one of the most important factors in 
favoring the chances of spontaneous recovery. 
Of therapeutic measures, there is no evidence 
that neoarsphenamine is of value. Artificial 
pneumothorax has been disappointing. Drain- 
age is indicated only under certain conditions. 

King, Donald S., and Lord, Frederick T. Certain Aspects of 


Pulmonary Abscess from an "Analysis of 210 Cases. Ann. Int, 
Med. 8:468-474 (October) 1934. 


NATURE OF PELLAGRA 


A number of years ago Goldberger made a 
study of pellagra and came to the conclusion 
that it was due to a dietary fault, lack of vita- 
min G. This theory has been accepted through- 
‘out the country except in the region where 
pellagra is frequent. There the opinion is di- 
vided. Some agree with Goldberger and others 
believe that in addition to dietary deficiency 
there are other causative factors operating. The 


author points out the disease occurs among peo- 
ple of means who are well nourished and whose 
diets are not deficient, and that the disease is 
not always readily amenable to dietary therapy. 
Moreover, the disease presents certain epidemio- 
logical features resembling influenza or measles. 
Due to the epidemiological aspects and also to 
certain findings of Goldberger the author sug- 
gests that whole disease should be open to re- 
examination. 


McLester, James S. The Nature of Pellagra: A Critique. 
Ann. Internal Med. 8: 475-482 (October) 1934. 


INTUSSUSCEPTION IN CHILDHOOD 


Between 1908 and 1932, 372 cases of in- 
tussusception were encountered in the Chil- 
dren’s Hospital in Boston. Eighty-seven per 
cent of the cases occurred in children under two 
years of age, and seventy per cent in children 
between four and eleven months. The youngest 
patient was seventeen days old and the oldest 
eleven years. Treatment was by operative re- 
duction and resection when reduction failed. Of 
thirty resections, only two were successful. In 
the last five years only two resections were nec- 
essary in ninety cases. Mortality has been re- 
duced from fifty-nine per cent in the 1908- 
1912 group to fourteen per cent in 1928-1932 
group. In the last five years sixty cases were 
seen and operation was performed without 
mortality. 


Ladd, Wm. E. and Gross, Robt. E. Intussusception in 
Childhood. Arch. of Surgery 29: 365-384. (September) 1934, 


IRRADIATION IN LYMPHOSARCOMA 


This is a statistical analysis of 2,524 cases 
collected from the literature and from the 
writer's observation. In lymphosarcoma the 
five year survival amounts to thirty per cent 
and the ten year survival or cure amounts to ten 
per cent or fifteen per cent. In Hodgkin’s dis- 
ease the five year survival is from fifteen per 
cent to thirty-three per cent, while a ten year 
survival or cure occurs in eight per cent of the 
cases or less. However in leukemia no cure is 
believed to result from irradiation. In the cases 
of both lymphosarcoma and Hodgkin’s disease 
the average expectation of life was increased 
several years, but in the case of leukemia the 
effect of irradiation on the average life duration 
was rather insignificant. However, the symp- 
tomatic improvement is remarkable and the pa- 
tient’s efficiency is increased at least sixty per 
cent during the major duration of the disease. 


Leucutia, T. Irradiation in Lymphosarcoma, Hodgkin’s Dis- 
ease and Leukemia. Amer. Jr. Medical Sciences. 188 :612-623. 
(November) 1934. 
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"TUBERCULOSIS ABSTRACTS 


MEASURING ACTIVITY OF 
PULMONARY TUBERCULOSIS 


A tuberculous process that is in a state of 
instability, whether tending to progress or 
retrogress, is said to be active. An active tuber- 
culous process may be ‘“‘latent’’ and cause no 
symptoms (pathological activity) or it may 
cause reactions of which the patient is aware 
(clinical activity) . 

All degrees of progression, retrogression, 
quiescence, and healing may be present simul- 
taneously in the same lesion. Little wonder 
then that the practical clinician who tries to 
determine whether or not tuberculosis is active, 
should grope for his bearings. Only by a careful 
appraisal of all scraps of information can he 
discern the trend of the disease. 

Since sanatorium experience teaches that a 
tuberculous process may spread in an amazing 
manner without clinical symptoms or signs, 
one is justified in inferring that there must be 
in the population many individuals who are 
unaware that they are harboring a progressive 
tuberculous process. This is strikingly borne 
out by a report by Fellows, who studied the 
physical findings of 13,000 employees of the 
Metropolitan Life Insurance Company regu- 
larly examined with the aid of the fluoroscope 
and, when indicated, with stereoscopic films. 
Of the 141 cases of active tuberculosis discov- 
ered by these means, 33 per cent were symptom- 
free and 58 per cent had no rales. 

The constitutional symptoms of fever, rapid 
pulse, loss of weight, fatigue, malaise, irrita- 
bility, night-sweats, gastric disturbances, etc., 
are indications of toxemia and activity. 

Localizing symptoms, such as frank pleurisy. 
wet or dry, indicate an extension of involve- 
ment, hence activity. 

Hemoptysis should usually be considered an 
indication of activity. 

Increased cough and expectoration may in- 
dicate a recrudescence, especially where a pre- 
viously mucoid sputum becomes mucopurulent 
and where, in some cases, the Gaffky count is 
appreciably increased. 

An increase of physical signs may accompany 
avery definite improvement in the clinical con- 
dition with a clearance in the x-ray shadows, 
and in a few cases physical signs may decrease 
while patients apparently progress unfavorably. 


Despite the reports that persistently positive 
sputum is consistent with health, it is difficult 
to divorce one’s self from the impression that a 
positive sputum does not indicate at least a 
smoldering pathological activity. 

Elastic fibres when found in the sputum 
always indicate activity. Cavity is all too fre- 
quently silent from the standpoint of physical 
signs. 

Spontaneous pneumothorax in the tubercu- 
lous is generally considered as the result of 
activity, though at times it is impossible to dem- 
onstrate such activity by the roentgenogram. 

Serial roentgenograms give us by far the best 
single examination information obtainable. 
Shadows with ill-defined, nebulous borders 
seem to indicate activity, while those with clear- 
cut borders are more liable to indicate an in- 
active condition. 

In certain instances, however, particularly in 
the advanced cases with a multiplicity of 
lesions, it must be admitted that the x-ray has 
certain limitations because minor progressions 
or remissions in activity are obscured. 

The tuberculin test is of no help in determin- 
ing activity. Badger concluded—‘‘The indi- 
vidual response to measured dilutions of tuber- 
culin bore no consistent relation to the activity 
or inactivity of the tuberculous process.’ 

Bredeck reports that with the Schilling count 
tuberculin subcutaneously injected gives very 
definite information as to activity, but to date 
our investigations, still incomplete, indicate 
that this points to sensitivity rather than degree 
of activity. 

The leukocyte count affords us a method of 
obtaining a biopsy, so to speak, which mirrors 
the pathological tuberculous process and thus 
gives valuable prognostic information. In Med- 
lar’s interpretation the polymorphonuclear, the 
lymphocyte and the monocyte are all concerted 
in the pathological processes at some time dur- 
ing the infection. Some investigators favor the 
polylymph ratio, others the monocyte-lymph 
ratio. Recently a slide rule has been devised by 
which Medlar’s pathological conception, based 
on the leukocyte count can be expressed in the 
form of an index. 

While the Schilling count is of distinct value, 
yet considering the extra time, the skill required 
in differentiating the cells, and the possibility 
of error, it is. our belief that, with the possible 
exception of the acute tuberculous process, it 
does not give added information that cannot be 
obtained from Medlar’s formula. 
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The sedimentation test may indicate activity 
of the lesion but cannot be depended upon to 
foretell impending disaster. It conforms rather 
snugly to clinical impressions. Like the leuko- 
cyte count we do not believe that in the very 
early stages of minimal disease it gives as much 
information concerning activity as can be ob- 
tained by serial roentgenograms. In other 
words, both of these reactiéns seem to lack 
definite information when it is most needed 
and the x-ray has to be relied upon almost 
exclusively when a small lesion is first discov- 
ered, 

“While patients are under observation and 
treatment, serial roentgenograms afford the 
best means of determining activity; next in 
order of value the leukocyte reactions, red cell 
sedimentation rate; lastly, physical signs and 
symptoms. In a disease as complex as tubercu- 
losis no one procedure is infallible, and the best 
information is obtained by a careful and intelli- 
gent interpretation of all methods available that 
have given evidence of merit.” 

Discussion and Summary of the Whole 
Problem with Especial Reference to the Study 
of the Leukocyte Count in Pulmonary Tuber- 
culosis, Wm. H. Ordway, New Eng. Jour. of 
Med., August 9, 1934. 


Of 5,377 cases of scarlet fever studied, Pascal F. Luc- 
chesi and James E. Bowman, Philadelphia (Journal 
A.M.A., Oct. 6, 1934), administered scarlet fever anti- 
toxin in 3,045 and hot in 2,332. In a comparison of the 
serum with the nonserum treated cases, a slight decrease in 
the number of febrile days in the mild and moderate 
groups was noted, and a substantial reduction in the se- 
vere group. The incidence of complications was definitely 
less in the serum: treated cases in comparison with those 
not so treated. This effect was most prominent in the 
severe group. Serum reactions occurred in 36.3 per cent of 
the patients treated with antitoxin. The use of ephedrine 
compounds had a slight effect on the prevention of serum 
disease. 


(Bibliography Continued from Page 451) 
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NEWS NOTES 


An apology is due Dr. W. M. Brewer, Hays, whose 
name was inadvertently omitted from the list of associate 
editors announced in the November issue. 


SECRETARY'S AUDIT 


The following is an official audit report by J. S. 
McDonald and Company, certified public accountants, of 
Dr. J. F. Hassig’s accounts as secretary of the Kansas 
Medical Society. The audit was requested by Dr. Hassig 
prior to transfer of the records to the central office in 
Topeka, and includes his entire tenure of office since 
May i8, 1917, inasmuch as other requests from him 
for verification had been waived by the Society. Dis- 
bursements mentioned therein pertain to transfers to the 
treasurer, and exhibits A, B and C are omitted by reason 
of their length. 


November 10th, 1934 


The Kansas Medical Society 
Kansas City, Kansas 


Gentlemen: 

We have examined the books and records of 
Dr. J. F. Hassig, Secretary of The Kansas Medical 
Society, for the period beginning May 18th, 
1917, to and including November 5th, 1934. 

The collections for the period above mentioned, 
as shown by the books and records, total $123,- 
438.32. Returned checks, during this period, 
amount to $221.00, leaving net collections, as 
shown by the records, $123,217.32. Payments 
to date of this report, including check for 
$1316.00, which comprised the total cash on 
hand at this time, amount to $123,723.28. 
During 1933, check tax of four cents was de- 
ducted, making total disbursements, $123,- 

The payments show an excess over collections, 
amounting to $506.00: of this amount, $502.00 
is accounted for, during the period from 1918 
to and including 1920. During that time, Dr. 
Hassig served in the army and it is our in- 
formation, his secretary, who was in charge of 
his affairs during his absence, collected this 
$502.00, making no record of same on the 
collection record, the correct collections should 
include the additional $502.00. The balance of 
the difference of $4.00, arises from the fact, dur- 
ing the year 1923, payments show an excess of 
$6.00 above collections for the same period, 
further, in 1926, payments show $2.00 less than 
the collections for the same period, leaving a net 
overage of $4.00, which, together with the 
$502.00 above mentioned, make the overage of 
$506.00. This overage may be accounted for 
from collections on returned checks which were 
not shown; the overage herein mentioned. was 
treated by us as collections for the period. 

During the year 1933, we find, in our ex- 
amination, that the collections which the Secre- 
tary was making, were being deposited in The 
Fidelity State Bank in Kansas City, Kansas, when 
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the bank moratorium went into effect, the Kansas 
Medical Society had on deposit with this bank, 
the sum of $868.00 which the secretary made 
up personally, and advanced to the new bank ac- 
count We find the secretary is still holding cer- 
tificates of deposit of The Fidelity State Bank, 
showing they have not paid the sum of $206.15 
of the $868.00, which the secretary advanced. He 
is holding this personally and advised us it was 
his wish the record be made clear on his collections 
and disbursements and for that reason, he made 
good the deposit with The Fidelity State Bank of 
Kansas City, Kansas. 5 

Exhibit ‘“‘A’’, hereby attached, reflects collec- 
tions and returned checks for the period of this 
examination. 

Exhibit ‘‘B’’, hereby attached, reflects dis- 
bursements by check, to Dr. Munn and Dr. Gray, 
as Treasurers respectively, for the period of this 
examination. 

Exhibit “C’’, hereby attached, reflects the de- 
tail of returned checks and reconciliation of col- 
lections with disbursements. 

We wish to express thanks to Dr. Hassig and 
his secretary for the cooperation during the 
examination in question. If there is any further 
information desired concerning this examination, 
we will be only too glad to go into same at any 
time agreeable. 


Very truly yours, 
J. S. MCDONALD AND COMPANY. 


CORRESPONDENCE 


The letter quoted below has been received from Mr. 
John M. Gray, Kirwin: 

“Kirwin is without a doctor, and needs one 
badly. The community is one of the best in the 
state, having a population of 550, electric lights, 
a water plant, good schools, two churches and 
many other advantages. Also, it is situated in the 
best farming country in our county. We are a live 
town, and if you know of any doctor who is 
thinking of locating or making a change, please 
refer him to our city that he may look us over.” 


RADIO AND IMMUNIZATION 


Two projects in connection with diphtheria immuni- 
zation and educational radio talks have been recently 
announced by the Sedgwick County Medical Society. 

The immunization project is to proceed through No- 
vember and December, and is the first step in a preventive 
medicine campaign sponsored by the society. Toxoid is to 
be furnished to physicians, special fees will prevail, and a 
goal of immunization for 14,000 children has been 
established. 

Radio programs under direction of the committee on 
public education were instituted on October 25. Fifteen 
minutes every Thursday at 9:00 p. m. has been secured 
Over station KFH, and health talks prepared by the 
American Medical Association, and presentations on the 
tomance and history of medicine written by Mac F. 
Cahal, executive secretary, are being broadcast. 


JOURNAL SECTIONS 


Drs. J. L. Lattimore and William C. Menninger, To- 
peka, have accepted invitations. from the editorial board 
to supervise respective sections of the JOURNAL. ‘The 
Laboratory’, under direction of Dr. Lattimore, will 
consist of articles by himself and other members of the 
Society prominent in that field. Dr. Menninger will 
continue to edit ‘Medical Literature’ presenting abstracts 
from current medical publications. 


STATE MEETING COMMITTEES 


The following committees have been appointed by the 
Saline County Medical Society to supervise arrangements 
for the state meeting to be held in Salina on May 8, 9 and 
10, 1935: Program: Drs. E. G. Padfield, L. S$. Nelson; 
Buildings: Drs. C. M. Fitzpatrick, Earl Vermillion; Eye, 
Ear, Nose and Throat: Dr. Ned Cheney; Commercial Ex- 
hibits: Dr. H. N. Moses; Scientific Exhibits: Dr. W. R. 
Dillingham; Golf: Dr. E. M. Sutton; Entertainment: 
Drs. R. R. Sheldon, Maurice Snyder, G. E. Stafford, 


D. A. Anderson, K. L. Druet. 


TWENTY-FIVE YEARS AGO 
Excerpts from Journal, December, 1909 


The Mississippi Valley Medical Association held its 
twenty-fifth annual meeting in St. Louis, October 12, 13 
and 14. Among those who presented papers were Drs. 
Beebe, Oschner, Crile and Knavel. The Association en- 
dorsed Dr. Wiley in his fight against the adulteration of 
foodstuffs. 


A Reno County woman writes that tuberculosis and 
insanity are caused by rats and puffs in the hair and de- 
mands an investigation by the board of health. 


“In the treatment of superficial burns it is becoming 
quite common to use a solution of picric acid in the pro- 
portion of one dram of the acid to a pint of water. Gauze 
saturated in this solution and applied to a superficial burn 
will quickly relieve pain and promote healing.” 


DEATH NOTICES 


Dr. Herman Holmes Bogle died at his home in Pitts- 
burg on October 26. He was 67 years of age, a graduate 
of College of Physicians and Surgeons, Chicago, Illinois, 
in 1893, and had lived in Kansas since 1901. 


Dr. Ira Hugh Dillon died in Topeka on November 16. 
He was 61 years of age, and a graduate of the University 
of Illinois, Chicago, in 1898. 


Dr. M. F. Jarrett died at his home in Fort Scott on 
November 21. He was 77 years of age, a past president of 
the Kansas Medical Society, a graduate of Bellevue Hos- 
pital and Medical College, New York, in 1892, and had 
practiced in Kansas since 1901. 


Dr. Horace Eaton Potter died at his home in Clifton on 
October 23. He was 75 years of age, and had practiced 
in Clifton since his graduation from Homeopathic Medi- 
cal College, St. Louis, Missouri, in 1885. 
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MEMBERS 


Dr. Howard E. Marchbanks, Pittsburg, attended the 
annual meeting of the Central Society for Clinical Re- 
search in Chicago on November 2-3. 


Dr. H. O. Closson, Ashland, left recently for St. Louis, 
Missouri, where he will spend two weeks in postgraduate 
work at Washington University. 


Drs. John A. Billingsly and L. B. Spake, Kansas City, 
returned November 15 from the Southern Medical Asso- 
ciation Conference at San Antonio, Texas. 


Dr. O. W. Davidson, Kansas City, was in St. Louis, 
Missouri, on October 22-24 for a meeting of the south- 
western branch of the American Urological Society. 


Dr. Murray C. Eddy who has practiced in Colby for 
the past seven years is moving to Hays. 


Dr. J. L. Lattimore, Topeka, attended the pathological 
conference at the Mayo Clinic. 


Dr. L. A. Jeffrey, Holton, has temporarily closed his 
office, and will spend the winter in Florida. 


Drs. C. L. Miller and Earle G. Brown. Topeka, were 
in Des Moines, Iowa, on November 12-13 for a con- 
ference of Midwestern Vital Statistics Registrars. 


Dr. F. S. Carey, Kansas City, returned November 16 
from a two weeks trip in the east where he attended post- 
graduate clinics of the American Medical Association in 
Philadelphia, Pennsylvania. 


Drs. R. F. Kippenberger, Scott City, C. S. Adams, 
Macksville, and F. P. Helm, Topeka, are reported as addi- 
tional members attending the Oklahoma City Clinical 
Society Fall Conference at Oklahoma City, Oklahoma, on 
October 29-November 1. 


Dr. C. C. Nesselrode, Kansas City, was recently elected 
president for 1935 of the Kansas City Southwest Clinical 
Society. Other officers elected from Greater Kansas City 
are as follows: Dr. M. B. Simpson, vice president; Dr. 
Ralph R. Coffey, secretary; Dr. H. S. Valentine, treas- 
urer; Dr. I. H. Lockwood, director of clinics; Dr. Max 
Goldman, associate director; Dr. R. L. Diveley, editor. 
Executive committee: Drs. J. V. Bell, R. L. Diveley, 
A. M. Ginsberg, A. C. Griffith, M. A. Hanna, M. J. 
Owens, E. H. Skinner and Raymond Teall. 


COUNTY SOCIETIES 


The Brown County Medical Society met at the home 
of Dr. E. K. Lawrence, Hiawatha, on October 26. Papers 
were presented by Dr. Ray Meidinger, Highland, on 
“Artificial Pneumothorax in Treatment of Pulmonary 
Tuberculosis’; by Dr. W. R. Hill, D.D.S., Horton, on 
‘Treatment of Fracture of the Jaw’’; and by Dr. E. K. 
Lawrence on “Diagnosis and Treatment of Primary 
Syphilis."’ After the meeting the Auxiliary joined in a 


social meeting. 


Members of the Comanche County Medical Society at- 
tended a dinner meeting of the society on November 14, 
at Protection. 


Dr. F. A. Kelley, Winfield, spoke on ‘‘Pernicious 


Anemia” at a regular monthly meeting of the. Cowley 
County Medical Society in Arkansas City on October 25. 
Dr. C. T. Ralls, Winfield, led discussion on the topic, 
and several clinical cases were presented. 


The Edwards County Medical Society met at Kinsley 
on November 23. A dinner was served, and Dr. Paul A. 
O’Leary of Mayo Clinic, Rochester, Minnesota, was 
guest speaker on a subject of ‘‘Newer Concepts of 
Syphilis.” A large crowd was present, and the Ford 
County Medical Society adjourned its regular monthly 
meeting to attend. 


A business meeting of the Franklin County Medical 
Society was held in Ottawa on October 31. Dr. H. J. 
Terrill, Ottawa, was elected president for the next year, 
Dr. W. L. Jacobus, Sr., Ottawa, vice president, and Dr. 
Lerton V. Dawson, Ottawa, was reelected as secretary. A 
committee report on minimum fee schedules was received, 
and a tentative official schedule was adopted. Mr. R. A. 
Raymond, Wichita, Secretary of the Kansas Crippled 
Children Commission, was introduced, and requested an 
invitation from the society for a diagnostic clinic to be 
held in Ottawa. A motion extending this invitation was 
defeated. The need for a standard milk ordinance in 
Ottawa was discussed, and a resolution favoring an ordi- 
nance of this kind was directed to the city commissioners. 
Drs. H. L. Chambers and W. O. Nelson, Lawrence, at- 
tended the meeting to receive information concerning the 
Franklin County plan for medical care of indigent per- 
sons. 


Dr. F. W. Koons, Halstead, presented a case report on 
“Anaphylaxis from Pituitrin in an Obstetric Case’’, and 
Dr. A. G. Isaac, Newton, a paper on “Prostatic Massage, 
Its History, Technic and Diagnostic and Therapeutic 
Value”’ at a meeting of the Harvey County Medical So- 
ciety in Newton on November 5. During the business 
portion of the meeting, medical care of indigent persons 
was discussed, and decision was made that the Society 
should participate in the 1935 tri-county meeting with 
Marion and McPherson counties. 


Two recent meetings of the Johnson County Medical 
Society are reported. On October 15 a clinic arranged by 
Dr. James Weaver, Kansas City, was presented at Bell 
Memorial Hospital, Rosedale. This consisted of a 
craniotomy case, a case diagnosed as miliary tuberculosis, 
and a case of scleroderma. On November 12 the society 
met at Olathe, and Dr. Don Carlos Peete, University of 
Kansas, was a guest speaker on ‘‘Myocardial Disease.’ 


Twenty-four physicians and their wives attended a 
meeting of the McPherson County Medical Society at 
McPherson on November 14. Drs. C. A. Parker and E. 
Gillette, Wichita, were on the program. 


The Sedgwick County Medical Society met in Wichita 
on November 2 with Dr. H. L. Beye, Iowa City, 
Iowa, presenting a paper on ““The Significance of Jaun- 
dice in Diseases of the Biliary Tract.’’ On November 20 
another meeting was held with Dr. J. R. Caulk, St. Louis, 
Missouri, speaking on ‘‘Some Urethral Problems.”’ 


Dr. M. L. Perry, Topeka, and his staff led discussion 
at a meeting of the Shawnee County Medical Society at 
the Topeka State Hospital on November 5. 
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eA. Camp Visceroptosis Supports possess 


flexible, specially woven hood-shaped sections 
over the hips which prevent pressure on the crest 
of the ilia and cause the front of the garment to hug 
snugly even a flat or concave abdomen. They also 
hold firmly a pad when one is used. 


This hip } pasong is a patented feature, an addition 
to the Camp Patented Adjustment employed. 


TRADE MARK 


SUPPORTS 


Sold and fitted upon recommendation of physicians and 
surgeons by leading department stores, corset shops and 
surgical houses everywhere. Reference Book for Physicians 
and Surgeons will be mailed you upon request. 


H. CAMP & COMPANY 
Manufacturers, JACKSON, MICHIGAN 
Chicago New York London 


Visceroptosis Model 135 


BaryeaT Hay Fever Anp AsTHMA 
CLINIC 


OSLER BUILDING 
OKLAHOMA CITY, OKLAHOMA 


DEVOTED EXCLUSIVELY TO THE DIAGNOSIS AND TREATMENT OF ALLERGIC DISEASES 


MEDICAL STAFF 


Ray M. Balyeat, M. A,, M. D., F. A. Cc. P. 


Director 


Ralph Bowen, B. A., M. D., F. A. A. P 


Pediatrics 


Robert L. Howard, M. S., M. D. 
Dermatology 


L. Everett Seyler, B. S., M. D. 


Gastroenterology 
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A Tri-County Medical Society meeting composed of 
members from Cowley and Sumner counties in Kansas 
and Kay County, Oklahoma, was well attended at Wel- 
lington on November 15. Drs. P. T. Bohan, University 
of Kansas, Dick Lowry, University of Oklahoma, and 
J. T. Montgomery, Kansas City, Missouri, were speakers. 


Officers for next year were elected by the Wilson 
County Medical Society at a dinner meeting in Fredonia 
on November 5. Dr. W. H. Young, Fredonia, was elected 
president; Dr. J. W. McGuire, Neodesha, vice president; 
Dr. E. C. Duncan, Fredonia, secretary; Dr. A. C. Flack, 
Fredonia, delegate to the annual session; and Dr. W. T. 
Rich, Neodesha, alternate delegate. Afterward Dr. W. G. 
Emery, Hiawatha, discussed ‘Medical Economics’. The 
Auxiliary met at the same time at the home of Dr. A. C. 
Flack. 


Regular meetings of the Wyandotte County Medical 
Society were held recently in Kansas City. On November 
4 the program consisted of a pathological conference by 
Drs. H. R. Wahl and R. W. Kerr, University of Kansas, 
and a paper on ‘‘Congenital Heart Disease’’ by Dr. D. C. 
Peete, University of Kansas, with disoussion on the latter 
by Drs. F. C. Angle and C. E. Coburn, Kansas City. On 
November 20 a pathological conference by Drs. Wahl and 
Kerr on ‘‘Coronary Artery Disease’ and a paper on “Ob- 
stetrical Analgesia and Anesthesia’’ by Dr. Thomas J. 


Sims, Kansas City, discussed by Drs. J. A. Fulton and - 


L. L. Bresette, Kansas City, were presented. 


MORBIDITY REPORT 


New communicable disease cases reported in the state 
for the four weeks ending November 24 are shown by 
the Kansas State Board of Health as follows: 255 cases of 
scarlet fever, 70 cases of diphtheria, 20 cases of typhoid 
fever, 10 czses of poliomyelitis, 2 cases of encephalitis, 3 
cases of smallpox, 219 cases of whooping cough, 299 
cases of measles, 1 case of meningitis, 48 cases of tuber- 
culosis, 91 cases of gonorrhea, 133 cases of syphilis, 10 
cases of German measles, 466 cases of chicken pox, 108 
cases of mumps, 90 cases of pneumonia, 5 cases of erys- 
ipelas, 16 cases of cancer, 6 cases of Vincent’s angina, 5 
cases of undulant fever, 4 cases of influenza, 1 case of 
amebic dysentery, and 2 cases of tularemia. 


REGISTER YOUR BABY CAMPAIGN 


The Kansas State Board of Health reports that 14,000 
birth cards have been received from the Bureau of the 
Census, Washington, for use in the baby registration 
campaign now being sponsored by the board and the 
Kansas Emergency Relief Commission. Eight clerks are 
engaged in comparing the cards with existing birth records 
of the state, and arrangements are being made for 105 
field workers to assist in securing data. Similar cam- 
Paigns are now in effect in ten other states. 


JOURNAL PRINTING 


The editorial board recently submitted the JOURNAL 
to various printers for bids on publication cost. Results 
favored present publishers, The Capper Printing Com- 
pany, Topeka, who will be permitted to continue under 
existing arrangements. 


NEW BOOKS RECEIVED 


A MANUAL OF THE PRACTICE OF MEDICINE, by 
A. A. Stephens, M.D., University of Pennsylvania. A 
thirteenth edition of 685 pages published by W. B,. 
Saunders Company, Philadelphia, at $3.50 per copy. 


GYNECOLOGY, by Brooke M. Anspach, M.D., Pro- 
fessor of Gynecology, Jefferson Medical College. A fifth 
edition of 832 pages, and published by J. B. Lippincott 
Company, Philadelphia, at $9.00 per copy. 


MANUAL OF CLINICAL LABORATORY METHODs, by 
Pauline S. Dimmitt, Ph.G., Medical Technologist of 
Stout Clinic, Sherman, Texas, consisting of 156 pages, 
and published by F. A. Davis Company, Philadelphia, at 
$2.50 per copy. 

THE 1934 YEAR BOOK OF GENERAL MEDICINE, 
consisting of 843 pages, and published by The Year Book 
Publishers, Chicago, at $3.00 per copy. 


DEFINITE DIAGNOSIS IN GENERAL PRACTICE, by 
W. L. Kitchens, M.D., of 445 pages, and offered by 
W. B. Saunders Company, Philadelphia, at $10.00 per 
copy. 

THE HEART VISIBLE, by J. Polevski, M.D., Cardiolo- 
gist, Newark Beth Israel Hospital. Consists of 207 pages, 
and published by F. A. Davis Company, Philadelphia, at 
$5.00 per copy. 


MINOR SURGERY IN GENERAL PRACTICE, by W. 
Travis Gibb, M.D., Consulting Surgeon, City Hospital 
and Central and Neurological Hospitals, New York. A 
book of 429 pages published by Paul B. Hoeber, Inc, 
New York, at $5.00 per copy. 


SURGICAL CLINICS OF NORTH AMERICA. October 
edition, published by W. B. Saunders and Company, 
Philadelphia. 


BOOK REVIEWS 


BRONCHOSCOPY ESOPHAGOSCOPY AND GASTROS- 
copy, by Chevalier Jackson, M.D., Professor of Bron- 
choscopy and Esophagoscopy, Temple University, and 
Bronchoscopist, Temple University Hospital. Third edi- 
tion, published by W. B. Saunders Company, Phila- 
delphia. Dr. Jackson’s book on Bronchoscopy, Eso- 
phagoscopy and Gastroscopy is the last word in this line. 
The illustrations and color plates are the best I have ever 
seen.—G.H.A. 


PRACTICAL TALKS ON HEART DISEASE, by George L. 
Carlisle, M.D., Associate Professor of Clinical Medicine 
Baylor University, Dallas. This is a very practical book 
of 150 pages with many points brought out at the bed- 
side without the use of special instruments. This book 
will especially help the practitioner who thinks that heart 
disease is very difficult to diagnose and treat. The book 
should be of considerable help and should enlighten the 
subject of heart disease so that it can be handled with more 
ease from day to day. Published by Charles C. Thomas, 
Springfield, Il]. Baltimore, Maryland, at $2.00 per copy. 
—J.G.S. 
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THE ROBINSON CLINIC 


The treatment of dementia paralytica (paresis) has always been 
more or less hopeless. Arsenicals, mercury and intraspinal treat- 
ment had, for years, been the only approach. Malarial therapy was 
introduced in 1918 and there is no doubt that it is an advance, as 
thirty-three per cent of the patients have clinical remissions; but 
the mortality rate is high. Typhoid vaccine was introduced in 1927, 
and has the advantage of being controllable. All forms of fever 
therapy are an advance. 


In 1930, Neyman, et al, reported the use of generalized diathermy 
to produce fever, and their results were highly satisfactory; they 
claim over sixty per cent clinical remissions and, most encouraging, 
no deaths in their series. 


The Robinson Clinic has purchased generalized diathermy equip- 
ment, and our results, to date, have been very satisfactory. Our 
series of cases is progressing nicely, and soon we hope to report our 
results. 


In consideration of the financial conditions in parts of the South- 
west, we have recently reduced our rates for hospital care, in order 
to better serve the profession, whenever possible. 


—Courtesy Curtiss-Wright 
Flying Service 
Nervous and G. WILSE ROBINSON, M.D. ; Drug and 
Mental Medical Director Alcohol 
Diseases 1432 Professional Building. 8100 Independence Road Addiction 
Kansas City, Mo. 
G. WILSE ROBINSON, JR., M.D. 
Assoc. Medical Director 


THE 
Lattimore Laboratories 


Topeka, Kansas 
J. L. LATTIMORE, M.D., Director 


Pathology, Hematology, Bacteriology, Serology, 
Parasitology and Chemistry 
Examination for Rabies 
Treatment set, for Rabies 
Friedman’s test (for pregnancy) 
Wassermann and Kahn 
Post-mortem service and Toxicology 


Containers mailed upon request—24 hour service on all tests 


OFFICES 
Topeka. Kansas El Dorado, Kansas Sedalia, Mo. McAlester, Okla. 
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KANSAS MEDICAL AUXILIARY 


The Brown County Auxiliary met at the home of Mrs. 
E. K. Lawrence, Hiawatha, on October 26. Mrs. H. R. 
Miner, Falls City, Nebraska, president of the Nebraska 
Medical Auxiliary, was a guest and discussed plans and 
methods of that organization. Dr. W. G. Emery, Hia- 
watha, spoke on the subject ‘“What the Community Needs 
in Public Health Education”, outlining the value of 
parent-teacher organizations, milk ordinances, play 
grounds, pre-school clinics, and general health of a com- 
munity. 


A tea for members of the Sedgwick County Auxiliary 
was held at the home of Mrs. Hal Marshall, Wichita, on 
November 19. Mrs. Howard Norton gave a book review, 
and a group of songs were presented by The Gracia 
Boyles International Sextet from Wichita East High 
School. Officers and committees of this Auxiliary are as 
follows: president, Mrs. G. A. Gray; vice president, Mrs. 
R. Q. Koger; treasurer, Mrs. H. E. Freison; secretary, 
Mrs. E. A. Pickens; corsesponding secretary, Mrs. Fred 
McEwen. Program: Mesdames H. N. Tihen, chairman; 
C. T. Hinshaw and R. P. Meeker. Membership: Mes- 
dames G. W. Kirby, chairman; C. D. McKeown, W. J. 
Bierman and W. T. Elmer. Social: Mesdames Wilfred 
Cox, chairman; F. L. Menehan, L. F. Bowman, F. D. 
Smith, N. L. Rainey, George Corrigan, R. E. Padfield, 
Charles Rombold, T. T. Holt and W. J. Keiser. Public 
Relations: Mesdames E. E. Tippin, chairman; A. L. Crit- 
tenden, J. E. Chipps and F. J. McEwen. Cooperative: 
Mesdames L. B. Warren, chairman; V. L. Pauley and 
L. S. Roberts. Hygeia: Mesdames C. N. Johnson, chair- 
man; L. A. Knapp, J. N. Shaw, George Cowles and J. E. 
Wolfe. Publicity: Mesdames E. F. Nodurft, chairman; 
N. O. Nyberg. Legislature: Mesdames W. J. Eilerts, 
C. R. Burkhead, R. I. Koger and E. C. Beal. Nominating: 
Mesdames J. F. Gsell, chairman; David Basham, Hal 
Marshall and R. W. Gouldner. 


A meeting of the Wilson County Auxiliary was held 
on November 5 at the home of Mrs. A. C. Flack after a 
banquet for members of the Wilson County Medical 
Society and their wives. Mrs. W. G. Emery, Hiawatha, 
president of the Kansas Medical Auxiliary, attended and 
gave a report of the National Auxiliary Board meeting in 
Chicago. Mrs. W. H. Young read a paper on “Sex Edu- 
cation”, which was discussed. Seven members were pres- 
ent, and Miss Stella Shipley, Neodesha, Superintendent 
of Wilson County Hospital, and Mrs. Reginald Cory, 
Brockport, New York, were guests. 


OTHER MEDICAL SOCIETIES 


Commencing a series of notes obtained by the Ex i 
Secretary on his recent visit to several other 
cieties. For reasons of space and brevity only a general out- 
and considerable methods and details are 


The Indiana State Medical Association: Comprised of 
2750 members including all eligible and desired physi- 
cians in the state excepting approximately two hundred. 
Governed by a house of delegates, thirteen district coun- 


‘ cifors, and usual officers assisted by various committees. 


Employing during the past seven years a lay executive 
secretary, Thomas Hendricks, and three young women 
at its central office in Indianapolis. Financed by annual 
dues of $7.00 per member from which $4.25 is accrued 
to general expense, $0.75 to defense, and $2.00 to a 
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Journal. Expending, within its income, approximately 
$28,000 per year on various projects and functions for 
advancement of public health and organized medicine. 


Finances are administered under a budget approved at 
the first of each year by a budget committee composed 
of designated members of the executive committee. The 
budget for 1934 reflected an estimated income for the 
year of $28,200 to be obtained mainly from dues, ad- 
vertising, and annual session exhibits. From this, expense 
of $13,500 for salaries and overhead, $7,100 to the 
Journal, $4,000 for committee projects, $2,000 for 
defense, and $1,600 for the annual session is approxi- 
mately listed. Although $2.00 per member is nominally 
applied to the Journal fund, enough salary and overhead 
is charged therein to enable the publication to operate on 
practically a cost basis. 


Foremost committees of the organization are execu- 
tive, bureau of publicity and legislative. The execu- 
tive committee, composed of the president, president-elect, 
treasurer, two members selected by the council, the editor 
of the Journal, the executive secretary and the attorney 
for the association, holds monthly meetings, and super- 
vises all administrative and general policy matters. The 
bureau of publicity consisting of three Indianapolis 
members, meets weekly and directs public policy projects 
and educational activities including radio health talks, a 
weekly health column in 347 Indiana newspapers, and 
the furnishing of speakers to various lay groups. The 
legislative committee, through excellent organization and 
cooperation from members, has afforded the legislature 
much assistance in raising standards and curing defects 
of medical and health legislation. Other committees, in 
addition to those handling plans for annual sessions, are 
civic and industrial relations, medical education and hos- 
pitals, graduate education, diphtheria prevention, medical 
economics, veterans hospitalization, high school athletics, 
lye burns in children, puerperal mortality, state fair, men- 
tal health and necrology. 


The Journal, appearing monthly in an edition of 3200 


‘copies of 80 pages each, is published by an editor receiv- 


ing an honorarium of $50 per month, and an editorial 
board of five members serving gratuitously, with assis- 
tance from the executive secretary office. Editorials and 
articles are supervised entirely by the editor and editorial 
board with restriction that a majority must approve or 
reject all submitted material. News sections, advertising, 
business functions, and make-up are handled by the execu- 
tive secretary office under direction of the staff. The pub- 
lication is interestingly written, of good appearance, and 
contains considerable material of general interest in addi- 
tion to scientific articles. All advertising is approved by 
the editorial board, two free engravings are offered to each 
author, and publication date is the first day of the month. 

An annual session is held each October at locations se- 
lected by the house of delegates. Out of state speakers are 
usually invited, and the program for 1934 listed eleven 
guest speakers from Philadelphia, Pennsylvania; New 
Orleans, Louisiana; Baltimore, Maryland; Birmingham, 
Alabama; Nashville, Tennessee; Dayton, Ohio; Portland, 
Oregon; Boston, Massachusetts; and Toronto and Mon- 
treal, Canada. Usual events are golf and trap tourna- 
ments, banquets and stag dinners, various entertainment, 
and commercial and scientific exhibits. Expenses are 
usually defrayed by commercial exhibits from which re- 
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Many uses for 
this delicious high- 


caloric food-drink... 


pe THE convalescent—to the expectant or nursing 

mother—to the active, growing child a Cocomait 
milk beverage is a delicious change from the mo- 
notony of plain milk. 

When vitality is at low ebb and appetite jacking 
—Cocomalt mixed with milk is suggested as a valu- 
able adjunct to the diet. 

Accepted by the American Medical Association 

) Committee on Foods — licensed by the Wisconsin 
University Aiumni Research Foundation—Cocomalt 
is easily digested, quickly assimilated, high in caloric 
value. It provides extra proteins, carbohydrates and 
minerals (calcium and phosphorus)—plus Vitamin 
D for proper utilization of these essential minerals. 

Cocomalt is composed of sucrose, skim milk, se- 
lected cocoa, barley malt extract, flavoring and 
added Vitamin D. Prepared as directed, it adds 70% 
more food energy to a cup or glass ‘of milk. 

Cocomalt comes in powder form 
only, easy to mix with milk—de- 
licious HOT or COLD. At gro- 
cery and good drug stores in 14- 
Ib. and 1-lb. air-tight 
cans. Also in 5-lb. cans 

, for hospital use, at a 


special price. 


= R. B. Davis Co. 


FREETOPHYSICIANS \ Dept. SIN Hoboken, N. J. 

We will be glad to send lease send me a trial-size can 
8 trial-size can of Co- of Cocomalt without charge. 
comalt free to any phy- D 
sician requesting it. Just 
mai is coupon 

your name and address. Address 


City. 
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(dibrom-oxy 
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Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
BALTIMORE, MARYLAND 


EXTRA QUALITY 
MICRO-SLIDES 


Non-Corrosive 

Almost White 

Ground Edges 
1—Gross lots, $ .75 
10—Gross lots, per 72 
100—Gross lots, 68 

.0.b. K. C., Mo. 


A. J. GRINER COMPANY 
417 East 13th St. 
Kansas City, Missouri 
Microscopes Laboratory Supplies 
Instrument Repairing 


For maximum efficiency 
prescribe Petrolagar in 
divided doses several times 
daily after meals. 
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ceipts to the extent of $3,400 have been received in more 
prosperous years. 

The defense plan consists of an offer to pay fees for a 
local attorney to any member involved in threatened or 
actual litigation. Appellate cases are financed when ques- 
tions involved are considered important. 

The organization has been particularly active in medi- 
cal economic problems, and substantial improvement is 
said to have resulted from its efforts. An example is cited 
whereby an expensive and inefficient state board of health 
plan utilizing services of traveling physicians and nurses 
was changed to a plan where county medical societies 
supervise all necessary functions in close cooperation with 
the state board. This change, believed to be of benefit to 
the public, saved the state $110,000 per year in taxes. 
Considerable study is noted on subjects of governmental 
medical care, emergency medical relief, sickness insurance, 
and other allied problems. 

No basic science law exists, or has been advocated, in 
Indiana due to the fact that restrictions under a unified 
examination board system offer adequate protection to 
the public. However, an injunction enactment, enabling 
county attorneys to bring actions enjoining all unlicensed 
practitioners of the healing art, was approved by the 
association in 1931, and adopted by the subsequent legis- 
lature. This is said to be advantageous in that it places 
the burden of proof on defendants to substantiate their 
right to practice rather than combating the usual diffi- 
culties in criminal prosecution. 

An official attorney designated by the association is 
paid a morithly retainer of $50 for which he offers 
legal advice on all subjects, and maintains a legal juris- 
prudence column in the Journal. 

State sponsored postgraduate courses through county 
medical societies have been used for many years with good 
success, 

It is said their organization has been developed through 
close contact with members and county societies. Thus 
many bulletins and questionnaires are utilized, the execu- 
tive secretary attempts to travel as much as possible, an 
annual conference of county secretaries is held for sug- 
gestions and criticism, small committees are appointed for 
ease in holding meetings, the committees meet regularly, 
and the central office seems to have files, precedents, or 
know how to proceed upon any given state of facts. 


ANNOUNCEMENTS 


The Medical Protective Company of Fort Wayne, In- 
diana, announces that Mr. A. L. Peterson has been trans- 
ferred from Indiana to act as their general agent for Kan- 
sas. Mr. Peterson is to be located in Topeka at 1624 
Topeka Avenue. 


Application blanks are now available for space in the 
Scientific Exhibit at the Atlantic City Session of the 
American Medical Association, June 10-14, 1935. The 
Committee on Scientific Exhibit requires that all appli- 


" cants fill out the regular application form and requests 


that this be done as early as convenient. Applications 
close February 25, 1935. Persons desiring application 
blanks should address a request to the Director, Scientific 
Exhibit, American Medical Association, 535 North Dear- 
born Street, Chicago, Illinois. 


The American Association for the Study of Goiter 
again offers the Van Meter Prize Award of $300 and 
two honorable mentions for the best essays on the subject 
of goiter provided they meet the standards of the award 
committee. The essays should be based on original re- 
search work on the subject of goiter, preferably its basic 
cause. The prize essay or its abridgment is to be pre- 
sented at the annual meeting of the Association to be 
held in Salt Lake City, Utah, in June 1935. Competing 
manuscripts should be in the hands of the Corresponding 
Secretary, W. Blair Mosser, M.D., Kane, Pennsylvania, 
not later than April Ist, 1935. 


EXCHANGES 


Laboratory Guides in Medical Practice: —-Common 
sense must always be the watchword of the busy prac- 
titioner. A great deal has been said, and with good reason, 
about the tendency of the modern medical man to lean 
unduly upon the laboratory in the matter of diagnosis 
and to forget the use of eyes, ears and hands. Yet it must 
be admitted that without the aid of special tests in the 
fields especially of bacteriology, chemistry, clinical mi- 
croscopy and x-ray, we would be back in the dark ages 
floundering helplessly and relying on clinical guesses, 
shrewd perhaps, but often wrong. The wise practitioner, 
too busy to waste time on frills that may make his work 
seem ‘‘scientific’’ to his patients, knows when laboratory 
tests are indispensable and conclusive, when they are 
merely helpful, and when they are superfluous, an added 
and unjustifiable waste of time and money. He has 
equipped himself to do some things for himself and is 
seldom driven to the indefensible practice of sending urine 
samples to the public laboratories for analysis. He makes 
it a rule to use the leucocyte count routinely as an aid 
in studying infections. The triple ideal of Osler, ‘“The 
library, the laboratory and the nursery; books, balances 
and bairns,”’ is in his mind. But though he knows that 
a throat culture or sputum test may be decisive in the 
diagnosis of diphtheria or pulmonary tuberculosis, he 
does not ever try to shift the responsibility for solving his 
clinical problems to the shoulders of the man who, for 
example, does his blood chemistry and interprets his x-rays 
or electrocardiograms. In other words, the clinician, if he 
be worthy of the name, keeps his own hand on the tiller, 
accepting this or that aid in charting his course, but always 
realizing that, after all the laboratory reports are in and 
all the opinions of consultants, if any, have been recorded, 
it is he and he only who must make the final decision.— 
The Rhode Island Medical Journal. 


Meeting of Medical Advisory Board of Committee on 
Economic Security:—-The Medical Advisory Board, ap- 
pointed by Secretary Perkins, chairman of President 
Roosevelt’s Committee on Economic Security, to advise 
the committee’s technical staff in its study of programs of 
public health, medical care and health insurance, met in 
Washington on November 14 and 15. The board met in 
executive session with all its members present as follows: 
Drs. Walter L. Bierring of Iowa, Rexwald Brown of 
California, James Deacon Bruce of Michigan, George W. 
Crile of Ohio, Harvey Cushing of Connecticut, Robert B. 
Greenough of Massachusetts, J. Shelton Horsley of Vir-, 
ginia, James Alexander Miller of New York, Thomas' 
Parran Jr. of New York, George M. Piersol of Penn- 
sylvania and Stewart R. Roberts of Georgia. Other persons 
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Air Conditioned and Refrigerated 
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THE MOSBY HOTEL CO. 
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A modern, newly constructed 


sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
senile and drug addicts. 


WOODCROFT HOSPITAL, PUEBLO, COLO. 


Grandview Sanitarium 


KANSAS CITY, KANSAS (26th St. and Ridge Ave.) 


A High Grade Sanitarium and Hospital of 
superior accommodations for the care of: 


Nervous Diseases 
Mild Psychoses 
The Drug Habit 
and Inebriety. 


Situated on a 20-acre tract adjoining 
Park of 100 acres. Room with private ba 
can be provided. 


The City Park line of the Metropolitan Rail- 
way passes within one block of the Sani- 
tarium. Management strictly e 


Telephone: Drexel 0019 


SEND FOR BOOKLET 


E. F. DeVILBISS, M.D., Supt. 


OFFICE, 1124 PROFESSIONAL BLDG., KANSAS CTY, MO. 
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attending the meeting included Edgar Sydenstricker, in 
charge of the medical and health phases of the studies of 
the Committee on Economic Security, I. S. Falk of the 
technical staff, and by invitation Dr. R. G. Leland and 
A. M. Simons of the Bureau of Medical Economics of 
the American Medical Association. 

Nathan Sinai, Michael M. Davis and W. Frank Walker 
also met with the board as consultant staff members asso- 
ciated with the dental, hospital and public health ad- 
visory committees which have also been appointed by 
Secretary Perkins and which are to meet in the immediate 
future. The meeting was opened by short addresses from 
Secretary Perkins and Edwin E. Witte, executive director 
of the Committee on Economic Security. Secretary Perkins 
and Mr. Witte requested the close cooperation and advice 
of the medical profession in developing the health aspects 
of the President’s program for economic security. Owing 
to the fact that the Medical Advisory Board will make its 
recommendations to the Committee on Economic Security 
no public statement of its deliberations was given out, but 
we are informed by Mr. Witte that the technical staff of 
the committee presented to the board tentative proposals 
on the three subjects above mentioned in extending and 
improving public services, tax supported medical care 
for dependents and other population groups affected with 
certain diseases and health insurance against illness. 

Health insurance was discussed from the point of view 
of considering the details of a plan suitable to the various 
needs of the American people and the interests of the 
medical professions in the event that legislation on this 
subject is proposed by the administration. The board re- 
quested an extension of time for this study. Arrangements 
were effected whereby Dr. Leland and Mr. Simons will 
Participate in this study with the technical staff. It is 
anticipated that the board will meet again within the next 
six weeks or two months.—J.A.M.A. 


Reflections on Emergency Relief: One year ago the 
present Ohio plan under Federal Rules and Regulations 
No. 7, FERA, of providing medical care for the poor and 
unemployed had just been put into effect by the State 
Relief Commission. 

The stormy voyage of the plan in Ohio during the 
past 12 months is well known to members of the medical 
profession. There is no need at this time to go into the 
history of how the plan has or has not functioned. 

It may be of some interest, however, to Ohio physi- 
cians to know how the FERA No. 7 medical program has 
been working out throughout the country generally. 


Judging from findings, it would seem that most 
sections of the country have encountered difficulties in 
connection with the present medical relief plan similar 
to those prevalent in Ohio. 


No doubt many Ohio physicians will agree with the 
editor of the New Orleans Medical and Surgical Journal 
who said, in commenting on the experiences of Louisiana 
physicians in connection with the FERA medical plan: 


‘‘When one observes the absence of a definite policy 
in the administration of the E.R.A. as to its relations 
with the physician, when one hears of conflicting orders 
and changed plans, when one notes the backing and side- 
slipping and irregular course of the E.R.A., one is im- 
pelled to remark with fervor, ‘Lord help the medical pro- 
fession if it ever comes under state supervision’.’’"—Ohio 
State Medical Journal. 
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Wheat Flour: Throughout the history of bread making 
efforts have been made to rid wheat flour of a portion of 
its coarser constituents by sifting. In 1879 the modern 
roller mill process for making flour was perfected, a 
process in which the kernels are crushed instead of ground 
as was done by the old mill stones. The bran and germ are 
thus left in particles so large as to be easily removable. It 
has become the custom to mill about 73 per cent of the 
wheat into flour for human consumption and to feed the 
rest to animals. In general people who have not been ad- 
vised concerning the quality of flours like the refined flour 
best. Many nowadays, having heard that whole wheat 
flour is a better food than white flour, feel virtuous while 
eating dark bread. All who understand the results of mod- 
ern nutritional research know that there is nothing to be 
gained by eating whole wheat bread rather than white 
bread, which cannot be gained by including foods other 
than wheat products in the daily diet. In fact, it does not 
make any difference which kind of bread we eat provided 
it does not constitute an excessive portion of the diet as 
was the case in certain places during the World War. This 
being true, the basis of choice is palatability. The small 
amount of extra mineral elements or vitamins obtainable 
from a coarse flour, are easily secured from the other foods 
of the protective group, and if sufficient of these are eaten 
it is wholly unimportant to consider the difference be- 
tween white and dark breads. People generally like white 
bread best: There are good and sound commercial reasons 
why most people should eat white bread. One is that most 
of the wheat is grown a thousand or more miles from the 
great centers of population. It is safest and most economi- 
cal to transport the refined flour and to get it to the con- 
sumer in the form of bread than it is if whole wheat flour 
were used, since the latter tends to spoil more readily. 
During recent years so much has been said about the 
unique nutritive values of dairy products, eggs, meats and 
green vegetables or fruits, that there has grown a tendency 
to reduce the consumption of wheat.—Food Facts. 


Chiropractors and Osteopaths: The election of Novem- 
ber sixth seems to have been a veritable Waterloo for the 
chiropractors and naturopaths of Arizona, California, and 
Oregon. It seems that these states have the initiative and 
referendum plan of legislation, so that the aforementioned 
cultists besought for themselves some special legislation. 
In Arizona they sought a special licensing board and an 
exemption from the basic science law. Oregon cultists, 
already provided with independent boards, wanted to be 
freed from basic science requirements. But California has 
a different tale, for there the chiropractors and the naturo- 
paths set their sails high, wide and handsome, and the sky 
was their limit. They asked for a monopoly on all forms 
of physical therapy, the right to practice obstetrics and to 
practice prophylactic hygiene, sanitation, and diet, this 
latter to embrace the prescription of herbs and oils and all 
forms of vegetable and animal food. They demanded the 
legal right to use all systems, methods, or instruments, 
including the roentgen rays. As was to be expected, the 
three states voted in the negative on all of these proposals. 
—The Journal Indiana Medical Association. 


The Federal Communication Commission has refused 
the application of Norman Baker of Muscatine, Iowa, 
to construct a radio station in that city Journal of the 
Iowa State Medical Society. 
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THE SACKETT 


FOR SALE: A Victor x-ray, ten-inch capacity, 


LABORATORY fluoroscopic table, vertical fluoroscope, stereo- 


scope, tubes and other equipment. Address Dr. 


C. W. Lawrence, Emporia, Kansas. 
FEE LIST 

Wassermann ..............- $2.00 THE 
Urine (Chem. and Micro.)..... 1.00 Ww. — 
Malta Fever agglutination..... 5.00 ° 
Complement Fixation for G. C.. 2.00 
Tularemia ...............-. 5.00 BRACES of any kind 

24 hour service on all tests oe aan 
717 Huron Building Drexe! 0333 


THE TROWBRIDGE TRAINING SCHOOL | 
A HOME SCHOOL for icv and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spaci Gr ds. Equipment Unexcelled. Experienced Teachers. Personal 
Supervision given each Pupil. Resident Physici Enrollment Limited. Endorsed by Physicians and 
Educators. Pamphlet upon Request. 


1850 Bryant Buil E, HAYDN TROWBRIDGE, M.D. Kansas City, Mo. x 


GRADUATE SCHOOL OF MEDICINE 
Postgraduate instruction offered in all branches of medicine. Courses leading to a higher degree have 


also been instituted. 
A bulletin furnishing detailed information may be obtained upon application to the 


DEAN, Graduate School of Medicine, 1430 Tulane Avenue, New Orleans, La. 


PREPARE (within three days) SPECIAL AND INDIVIDUAL | 
WE SPEECHES AND PAPERS FOR ALL OCCASIONS—Any Subject 

under the sun—For Clubs, Lodges, Schools, Churches, Civic Organiza- 
tions, Reunions, Conventions, etc., that fulfill your personal requirements. We 
guarantee accurate and prompt service. YOU WILL HAVE THE ONLY COPY 
of your speech or paper. Tell us your needs and let us show you how well we can 
write your next Address. Cost of this service is $3.00 for each 10 minutes that you 
want your speech or paper to occupy. Let us be YOUR Speech Secretary. No dis- 
appointments. After receiving your first order from us you will not hesitate to 
send for others. 
FREE-—-THE SPEAKERS LIBRARY MAGAZINE free for six months with any order amounting to 
$3.00 or more. We succeed because we give you more for your money. 


THE SPEAKERS LIBRARY wasiinaton D.C. 
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PHYSICIANS’ DIRECTORY 


ATCHISON 


HAYS 


l 


T. E. HORNER, M.D. 


OBSTETRICS 


Hospital 


206-7 Sim Bldg. 
Kansas 


FRANK E, COFFEY, M.D. 
ORTHOPEDIC SURGERY 


Hays, Kansas 


KANSAS CITY, KANSAS 


L. F. BARNEY, M.D. 


SURGEON 


Suite 200 
Brotherhood Block 


Kansas 


W. J. FEEHAN, M.D. 


Practice Limited to 
ORTHOPEDICS and FRACTURES 


Brotherhood Block Kansas City, Kansas 


J. F. HASSIG, M.D. 
SURGEON 


804 Huron Bldg. 


Kansas City, Kansas 


LESLIE LEVERICH, M.D., F.A.C.S. 


Practice limited exclusively to Obstetrics 
Normal and Operative 


430 Brotherhood Bldg., Kansas City, Kansas 


E. R. MILLIS, M.D. 
Practice Limited to 


VENEREAL DISEASES 


1016 North Sixth Street 


DRexel 0328 


Kansas City, 
Kansas 


C. C. NESSELRODE, M.D., F.A.C.S. 
SURGEON 


: 704 Commercial Building 
Phone Drexel 2960 Kansas City, Kansas 


414-16 Huron Bldg., 


C. OMER WEST, M.D. 
DISEASES of SKIN 
RADIUM and X-RAY 


Kansas City, Kansas 


TOPEKA 


FRANK C. BOGGS, M.D., F.A.C.S. 
EYE, EAR, NOSE and THROAT 


Mills Building 


Topeka, Kansas 


W. F. BOWEN, M.D., F.A.C.S. 
MILTON B. MILLER, M.D., F.A.C.S. 
SURGEONS 
212 Central Bldg., 700 Kansas Ave. 
Telephone 6120 Topeka, Kansas 
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TOPEKA 
HARRY J. DAVIS, M.D. 
Practice Limited te C. E. JOSS, M.D. 
OBSTETRICS and GYNECOLOGY 
Mills Building Topeka, Kansas National Reserve Building Topeka, Kansas 
W. C. McDONOUGH, M.D. 
W. M. MILLS, M.D. 
Complete x-Ray Equipment In Office SURGEON 
National Reserve Building Topeka, Kansas Mills Building italian 
C. K. SCHAFFER, M.D. WALTER H. WEIDLING, M.D. 
INTERNAL MEDICINE OBSTETRICS and GYNECOLOGY 
Nervous and Mental 
630 Kansas Avenue Topeka, Kansas 700 Kansas Avenue : Topeka, Kansas 
WICHITA 
GEO. E. COWLES, M.D. WILFRED COX, M.D. 
OBSTETRICS and GYNECOLOGY SURGEON 
902 Brown Buil Kansas 
Office Tel, Plies nan a 3-8097 621 First National Bank Bldg. Wichita, Kansas 
RAYMOND G. HOUSE, M.D. J. A. H. WEBB, M.D. 
Practice Limited to X-RAY 
DERMATOLOGY and SYPHILOLOGY 
J. G. MISSILDINE, M.D. J. VAN CLEVE, M.D. 
Practice Limited to 


DERMATOLOGY AND UROLOGY 


RADIUM AND X-RAY THERAPY 
906 BROWN BLDG. WICHITA, KANSAS 


THE JANE C. STORMONT HOSPITAL 
TOPEKA, KANSAS 
Training School for Nurses 


General Hospital—75 Beds 
Medical, Surgical and Obstetrical Cases Received 
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PALACE DRUG STORE 
C. M. States 
PRESCRIPTION PHARMACISTS 
Dodge City Kansas 


RANKIN’S DRUG STORE 
PRESCRIPTION PHARMACISTS 


1101 Massachusetts St. Lawrence, Kansas 


CHAS. HASSIG 
PRESCRIPTION DRUGGIST 


COURTESY 
25 Years at 10th Street and Central Avenue 


M. MAC GREGOR 


PRESCRIPTIONS 
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DRexel 1253 


907 N. 7th Street—Huron Building 
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TRADITION EXCELLENCE 


WE of Parxe, Davis & Co. pledge to keep ever in mind the 
original purpose for which this Company was founded—the making of fine 
medicines for physicians’ use. We pledge to maintain the Parke-Davis tra- 
dition of excellence. We pledge ourselves to be always mindful of the creed of 
the founders of the House, written in those trying and crucial days just after 
the Civil War: “To merit and preserve the confidence of the best element 
in the medical and pharmaceutical professions . . . to build well to last.” 


_ in the bone of the Parke-Davis per- 
sonnel is the unalterable conviction that 
to merit the Parke-Davis tabel a medicinal agent 
must be the best that scientific study and skill 
and care can produce. 

This is the first thing the research scientist or 
laboratory worker hears when he joins our staff. 
And the longer he stays, the more thoroughly 
does he become saturated with this tradition 
of excellence. 

Time doesn’t count. Money doesn’t count. 
The only consideration that matters is Quality. 

To you who read this page, this is the most 
important thing we can say about Parke, Davis 
& Co. 

More important than our sixty-eight years of 
experience. More important than our large and 
able research staff. More important than all our 
Laboratories and the unexcelled equipment they 
contain. 

More important than Adrenalin or Pitressin, 


“or Ventriculin, Ortal Sodium, and Thio-Bismol 


is the spirit and tradition which go into the 
making of all Parke-Davis products—which make 
the familiar Parke-Davis label a dependable guide 
in sele€ting medicines for use every day in 
your practice. 


PARRE, 
DAVIS 


DETROIT - MICHIGAN 
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XXIV. ’ a 
Topeka, Kansa A 4 wife 


who had just returned from a round- 
~ the-world cruise spoke of Chesterfield 
as “an international cigarette.” 


Cigarettes are on sale in eighty- 
six countries. You may purchase them 
on nearly all ships and at almost every port. 
We believe you will agree with us 
that for a cigarette to enjoy such popu- 
larity, it must have merit. 
In the making of Chesterfield, we 
do our level best to make it as good 
a cigarette as can be made. 


Smokers say... 
In almost every language... 


—air tight— water 
tight—fully pro- § 
tected even if sub- 


wrapped in Du Pont 
No. 300 Cellophane 
—the best made, 


© 1934, Liccetr & Myzrs Tosacco Co, 
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